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for the depressed and regressed 


selective increase in psychic energy 


MARSILID 


(iproniazid) Roche 


In both mild and severe depression, Marsilid can restore a sense of 
healthy well-being, with renewed vigor, activity and interests. Patients 
with acute depression refractory to shock treatment have shown a 
heartening response to Marsilid. Even “‘burned out” psychotics, un- 
touched by any other therapy, have become more alert, responsive 
and sociable. 


As a psychic energizer, Marsilid is truly unique. It provides continuous 
mood improvement with gradually reduced dosage. Patients do not 
develop resistance to its normalizing effect; there is no tachyphylaxis. 
Marsilid does not elevate blood pressure . . . does not decrease but 
usually stimulates appetite. 


In mild depression, improvement with Marsilid is usually evident 
within a week or two. In severe depressive states of hospitalized 
psychotics, a month or more may be required for apparent response 
... but Marsilid often leads to complete remission, obviating the need 
for shock therapy. 


Note:Marsilid is contraindicated in patients who are agitated, overactive 
or overstimulated, or in those with a history of renal or hepatic disease. 


For complete references and information concerning dosage, indications and contraindications, 
write V. D. Mattia, Jr., M. D., Director of Medical Information, Roche Laboratories, 
Division of Hoffmann-La Roche Inc, Nutley 10, N. 7. 


MARSILID® PHOSPHATE — brand of iproniazid phosphate 
Supplied in scored tablets of 50 mg (yellow), 25 mg (orange), and 10 mg (pink) 
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“The use of alcohol in an ‘Antabuse’-treated 
patient results in physical symptoms which 


make continued drinking impossible... few 
if any medical contraindications exist.”* 
*Feldman, D. J.: Ann. Int. Med. 44:78 (Jan.) 1956. 


“chemical fence’ for the alcoholic 
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Rotating chair used for calming mental patients (18th century) 
Original wood engraving by John de Pol. 
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Viva 


spin 
out 


the 


devil! 


Psychiatry has advanced far beyond such crude 
devices for treatment of the mentally ill. 

But perhaps the greatest advance in psychiatry 
has come through chemotherapy—an adjunct to 
the treatment of mental illness pioneered and 
established with ‘Thorazine’. 

Not only has “Thorazine’ speeded the recovery 
of thousands of hospitalized mental patients, it 
has also helped to keep many thousands out of 
the hospitals. Its use in psychiatry is still in- 
creasing because its consistently high degree of 
effectiveness and its relative safety have been 
established by extensive long-term use in mental 
hospitals throughout the country. 


THORAZINE* 


chlorpromazine, S.K.F. 


the fundamental drug in psychiatry 


Smith Kline & French Laboratories, Philadelphia 1 


*#T.M. Reg. U.S. Pat. Off. 
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Control the major symptoms 


In Parkinsonism Parsidol has proved outstandingly effective for controlling tremor and 
muscular rigidity, the principal impairments in this disease.!: 2 

With Parsidol most patients show rapid, even dramatic improvement—both in major symptoms 
and in gait, posture, balance and speech. Side effects are minimal. Parsidol is compatible with 
all other antiparkinsonian drugs and its effectiveness may even be increased in combination or 
rotation with such preparations as atropine and dextroamphetamine. Parsidol improves the 
patient’s emotional perspective, promotes a more optimistic outlook as physical coordination 
and dexterity return. 

Most patients can be controlled with a maintenance dosage of 50 mg. four times daily. How- 
ever, more severe cases may require up to 600 mg. daily, a dosage level ordinarily well tolerated. 


References: 1. Doshay, L. J.; Constable, K. and Agate, F. J., Jr.: ].A.M.A. 160:348 (Feb.) 1956. 2. Berris, H.: J.-Lancet 74:245 
Quly) 1954. 3. Timberlake, W. H. and Schwab, R. S.: N. Eng. J. Med. 247:98 (July 17) 1952. 


PARSIDOL 


hydrochloride 


WARNER -CHILCOTT 


Above and right are action pictures, taken 
from a Warner-Chilcott film study, of a 
parkinsonian patient before and after inttia- 
tion of Parsidol therapy for major tremor. 
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SQUIBB ANNOUNCES A NEW, 
IMPROVED AGENT FOR BETTER 

MANAGEMENT OF 
PSYCHOTIC PATIENTS 


schizophrenia 
manic states 


m psychoses associated with 
organic brain disease 
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Squibb Triflupromazine 10-(3-dimethylaminopropy!)-2-(trifluoromethy!) sthiz 


SQUIBB 


Squibb Quality —the Priceless Ingredient 


SQUIBB 
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henothiazine hydrochloride 


chemically 
improved 

Modification of the phenothiazine 
structure potentiates beneficial 
properties... 

reduces unwanted effects 


pharmacologically 
improved 

Enhanced potency with far less 
sedative effect 


clinically improved 


Does not oversedate the patient into 
sleepiness, apathy, lethargy 


Drug induced agitation minimal 


Active and rapid in controlling man- 
ic states, excitement and panic... 
in modifying the disturbing effects 
of delusions and hallucinations... 
in moderating hostile behavior... 
in facilitating insight 


Intractable behavior patterns 
brought under control... patients 
made accessible to psychotherapy... 
nursing care reduced... 

social rehabilitation hastened 


Effective dosage levels may 
be reached without development of 
side effects 


In extensive clinical experience— 
singularly free from toxicity 


Jaundice or liver damage—not 
observed 

Skin eruptions—rare 
Photosensitivity—rare 

Blood dyscrasias—not observed 
Hyperthermia—rare 
Convulsions—not observed 


Dosage: Usual initial dose, 
25 mg. t.i.d., to be adjusted according 
to patient response. See literature. 


Tablets of 10, 25 and 50 mg. 


*Vesprin' is a Squibb trademark 
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the most advanced unidireetiona 


GREATLY MINIMIZES CONFUSION 


The means to significantly minimize contusion is provided tor 

the versatile Model RC-47D. Patients are quiet and usually capable 
of returning to work following treatment. Fear of further treatment | 

. is greatly relieved in most patients. Efficiency of current increased. —_ 
One knob control. Automatic safeguards assure an amazing reduc-. 
_ tion of thrust and apnea, The.patient is often breathing before the . 

-seompletion of the seizure. Extremely rugged; the RC-47D withstands 
“very. long periods of use all. the while maintaining the accuracy _ 
pital to delicate work within the brain, Patients resistant to all. - 
electroshock, insulin and lobotomy forms of therapy have 
heen treated by modalities contained in 


MODEL RC-47b PROVIDES FOR: 
@ CONVULSIVE THERAPY—full range . 


@ FocaL TREATMENT—wnilateral and bilateral 
MoNo-PoLAR TREATMENT—non-convulsive or convulsive 
e BARBITURATE Coma and other respiratory problems. 


ONLY REITER, THE ORIGINAL UNIDIRECTIONAL CURREN 


ELECTROSTIMULATORS, ARE AUTHEN TICALLY BACKED 
BY EXTENSIVE CLINICAL EXPERIENCE WITH OVER 200 


_ REFERENCES IN LITERATURE AND TEXT - BOOKS. Page 


REUBEN REITER, Sc.D. 


64 WEST 48th STREET, NEW YORK 36, N. Y., ROOM 701 
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Psychiatrists 


Pacatal produces ‘‘a remarkable 
fluidity and warmness of affect.’”! 


Patients 


Pacatal makes me feel ‘‘‘on top 
of the world’ and wonderfully 
clear in the head.’’* 


Personnel 
With Pacatal ‘‘the hospital 
atmosphere is calmer and 7 


more optimistic ... work more 


interesting.””? 
(BRAND OF MEPAZINE) 


...agree on the euphoric effect of 


Pacatal is distinguished from the earlier phenothiazine compounds because 

it does not “‘flatten’’ the patient. Pacatal leaves him alert and cheerful—more 
responsive to your therapy. Side effects, too, are fewer; and when they 

do occur, are usually quickly controlled or reversed. 


Dosage: Usual dosage for the hospitalized patient is 50 mg. 3 or 4 times daily; 
for the ambulant patient, 25 mg. 3 or + times daily. Complete literature 
and dosage instructions, available on request, should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500; 100 mg. tablets in 


bottles of 500. Also available in 2 cc. ampuls (25 mg./cc.) for parenteral use. 
References: 
1. Sainz, A.: Personal communication. 
2. Hutchinson, J. T.: Evaluation of Pacatal in Psychotic States, 
address before the American Psychiatric Association, Nov. 16, 1956. 
3. Bowes, H. A.: Am. J. Psychiat. 113:530 (Dec.) 1956. 


back from the brink with 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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is often effective 


‘Compazine’ has demonstrated the following advantages 


Available: 


where other tranquilizers fail 


it acts rapidly 
it is effective in low doses 


it has extremely low toxicity and is remarkably safe 
even in long-term therapy 


it causes little or no hypotension 


it is remarkably free from drowsiness and depressing effect— 
patients are alert, active and communicate freely 


pain at the site of injection is minimal and 
rarely interferes with repeated administration 


side effects are minimal (the only side effect seen 

with any frequency is a transient extrapyramidal syndrome, 
and this has been found to respond readily to reduction 
of dosage or treatment with anti-Parkinsonian drugs) 


Tablets, Ampuls, Multiple dose vials, Spansulet 
sustained release capsules, Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 1 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
{T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


| 
i 
e 
e 
| 


VOLUME XIX 


JANUARY 


Number 1 


DISEASES Nervous System 


A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 


WELLE 


Frontal Leucotomy and its Congeners 
WALTER FREEMAN, M.D., PH.D. 


Many attempts have been made to find the 
ideal operation for relief of mental suffering. 
Operations on the frontal lobe are far more 
likely to be followed by good results than op- 
erations on the other parts of the brain. The 
earliest attempts at psychosurgery consisted 
in ablations from the temporal and parietal 
lobes as reported by Burckhardt in 1890.° 
This may still prove to be the favored loca- 
tion for the suppression of hallucinations. 
Temporal lobectomy has been employed par- 
ticularly for the relief of psychomotor at- 
tacks, in which hallucinations are sometimes 
prominent. The small series of amygdaloi- 
dectomies carried out by Williams and me'"' 
has yielded interesting results, but mainly in 
natients with organic basis, and this has 
been confirmed by Velasco-Suarez.*’ Parietal 
leucotomy as reported by Yahn,*' temporal 
leucotomy as reported by Obrador Alcalde,”* 
and occipital leucotomy in one case by Tor- 
kildsen*’ have been unsuccessful, Thalamot- 
omy, either by the open approach or by the 
stereotaxic method of Spiegel** and others 
has had limited success in psychiatric con- 
ditions, although the interruption of the 
thalamofrontal pathway at its origin does 
produce striking changes. 

The large extent of the frontal lobe gives 
the surgeon a massive area for his explora- 
tions. In the early days of leucotomy tenta- 
tive operations by destroying small portions 
of the white matter, either by alcohol injec- 
tions or by cutting cores in the white matter 
sometimes gave brilliant results, but often 
these were temporary, and the operations 
had to be repeated and extended. With the 
passage of time the operations became more 
extensive until the limits of tolerance had 
been passed. Then the devastating effects 
of leucotomy appeared, and brought about 
so many harmful reactions that the opera- 
tion was severely criticized. These opera- 
tions reached their peak in the so-called rad- 


ical lobotomy of Freeman and Watts'’ in 
which the frontal lobes were almost com- 
pletely severed back to the tuberculum sellae. 
With occasional misplaced incisions even 
farther posterior, the fatality rate rose to 
intolerable heights, and the personality de- 
ficits were so severe that this type of opera- 
tion was abandoned. There are limits, even 
in the deteriorated schizophrenic patient, 
that cannot be overstepped with profit. Too 
limited an operation is useless, too extensive 
an operation is ruinous. The effective op- 
eration has to be such that just enough of 
the frontal lobe is disconnected, and not too 
much. How much can safely and effectively 
be discontinued, however, varies with each 
patient. Thus, granted that the patient has 
a malady of the type that will respond to leu- 
cotomy, the placement of the lesions is of 
major importance. 

Since it is now recognized that emotional 
deterioration is an effective block to success 
in leucotomy, many patients are excluded 
from consideration, and the remainder are 
subjected to a modified leucotomy that has 
brought a greater number of restorations to 
productive existence. The number of modi- 
fied operations is large. Many teams of sur- 
geons and psychiatrists have attacked the 
problem, and many names have been given 
to the operative procedures. The frontal 
lobes may be approached from above, from 
the side, or from below. Fiamberti’s sug- 
gestion of the transorbital approach dates 
back to 1937,’ but was not widely adopted 
until after the end of the war. Meanwhile, 
efforts were being made with rostral opera- 
tions (McKissock)*’ comparable to the min- 
imal procedure of Watts, with good results 
in selected patients. Bimedia] lobotomy was 
proven effective by the Boston group;*’ or- 
bital leucotomy was shown to be less dam- 
aging and more therapeutic than complete 
leucotomy. Cingulectomy*® was based upon 
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the hypothesis that this area represented the 
cortical “center” for emotional expression. 
All of these operations sometimes produced 
good results, and little in the way of adverse 
personality reaction. On the other hand, 
many of the modified operations were fol- 
lowed by relapse and sometimes the repeti- 
tion of the operation was followed by satis- 
factory results—but sometimes not. Pip- 
pard** has recently dealt with secondary op- 
erations and his findings agree with mine,** 
namley, that success may be achieved in 
about one-third of those patients re-operated 
upon, 

The most ambitious project designed to 
establish the value of psychosurgery in the 
treatment of mental disorders was the Co- 
lumbia-Greystone investigation*! in which a 
large team studied the effect of ablation of 
various areas of the frontal lobes. Instead 
of severing subcortical connections, the sur- 
geon resected various areas symmetrically 
from the frontal lobes by the procedure 
termed topectomy. Basing the procedure on 
the supposed architectonic areas of the fron- 
tal lobes (I say “supposed,” since Bailey* and 
others are in considerable disagreement as 
to the validity of Brodmann’s map), it was 
found that best overall results were derived 
from the removal of the frontal poles, com- 
prising Areas 9, 10 and part of 46. Topec- 
tomy was adopted by LeBeau'’ who erected 
upon somewhat shaky foundations a full- 
scale morcellation of the functions of the 
frontal lobes and their modification by vari- 
ous resections, concluding with an almost 
minute description of the symptoms of the 
psychosis that could be relieved by localized 
cperations. Tailoring the operation to the 
symptomatic picture presented by the pa- 
tient, however, proved to be an ignis fatuus, 
and even the subsequent investigations by 
the Columbia-Greystone group produced 
much less in the way of confirming informa- 
tion in their second** and third'* projects. 
Topectomy is a tedious operation, beset by 
chances of failure as well as increased inci- 
dence of postoperative epilepsy. Pool*’ now 
prefers incision from above of the basal me- 
dial quadrant of the frontal lobes. 

Cortical undercutting was introduced by 
Scoville’? as a method of preserving the cor- 
tex with its blood supply while at the same 
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time severing the connections. Of the three 
approaches, orbital, medial and superior, 
Scoville appears to find best results in the 
orbital approach. 

Unilateral lobotomy has been suggested 
as a means of reducing the affective charge 
of the neurosis or psychosis (as well as the 
suffering of unbearable pain), and has 
achieved significant success in the hands of 
Scarff*' and others. However, the experi- 
ences of investigators in Boston** and San 
Francisco*' who compared unilateral and bi- 
lateral operations showed that the unilat- 
cral operations gave inferior results. In a 
discussion concerning unilateral lobotomy 
the point was made that operations on the 
right frontal lobe gave better results than 
operations on the left frontal lobe. Theoreti- 
cal cons derations were expressed, but the 
answer that I proposed was an unexpected 
one, namely, that most surgeons were right- 
handed. I have in my files two instances in 
which it was proved by necropsy that the 
surgeon in making his incision into the right 
frontal lobe had unknowingly penetrated the 
corpus callosum and produced significant le- 
sions in the left frontal lobe. Since it has 
been rather amply demonstrated that unilat- 
eral frontal lobe excisions produce little in 
the way of alteration in the symptoms of the 
patient, either a tumor bearer or a psychotic, 
the explanation for the occasional success of 
unilateral frontal leucotomy may lie in the 
production of bilateral] lesions. Before this 
theory is established, however, the effect of 
quantitative aspects must be evaluated, and 
further pathologic studies brought to bear 
on the question. The extensive studies of 
Meyer and Beck** indicate that quantity ra- 
ther than topography is of major importance 
in the success of leucotomy. Few of their 
patients, however, had been restored by op- 
eration to effective social existence out of 
the hospital. 

The injection of various substances into 
the frontal lobes deserves similar critical 
study. It will be recalled that the original 
operations by Moniz and Almeida Lima”: con- 
sisted of the injection of alcohol into the 
frontal white matter. Italian investigators 
tried blood, formalin and even endocrine 
products, but the favored substance has been 
novocain, either as the base (Putnam),*’ or 
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as a solution (Nuisen and Grant),** and 
Abély and his co-workers.' Diffus:on of the 
local anesthetic was thought to interrupt 
temporarily the pathways of the frontal lobe 
and help predict the effects of surgical in- 
terruption. This method has pitfalls, not 
only clinically but also pathologically. In 
my experience with a few patients the injec- 
tion of novocain hydrochloride has been 
fleetingly successful in relieving distress, 
but so fleetingly that the patient forgot 
about the relief, and remembezed only that 
the procedure left him no better off in the 
days following, and therefore failed to re- 
turn for a repetition of the procedure. The 
anatomic effects of such injection have re- 
ceived scant attention, but cysts have been 
reported*’ in the white matter following the 
injection of a solution of novocain. The pro- 
ponents of this method should attempt to 
confirm their results by injection of an inert 
substance, say normal saline. I believe that 
the effects of the injections will be found 
more closely related to the amount of the 
material injected and the force used than to 
the particular substance employed. Recently 
Grant'* has reported success in pain cases 
but not in mental disorders. 

Transorbital leucotomy has aroused much 
criticism by neurological surgeons, but those 
who have adopted it find it simpler and safer 
than the major operations, and equally ef- 
fective. Fiamberti who originally proposed 
it reported some 500 operations with a mor- 
tality of 0.5%. Anatomic studies have 
shown that it is more accurate than even 
the open leucotomy. Follow-up studies have 
shown that undesirable sequels (epilepsy, 
obesity, incontinence) are reduced from 20% 
to 1%,'* and that the syndrome of frontal 
lobe deficit, which Watts and I observed in 
10% of our prefrontal patients, is confined 
to 0.5%, that is, in those patients experienc- 
ing non-fatal operative hemorrhages in both 
frontal lobes. The most serious objection 
to transorbital leucotomy, which was appar- 
ent when I presented the subject before the 
Royal Society of Medicine in 1949,° seems 
to be the esthetic aspect. Since the interests 
of the patient are best served by the least 
damaging operation, the neurological sur- 
geons should examine the procedure more 
dispassionately. Some have adopted a dog- 


in-the-manger attitude, saying to the psy- 
chiatrist, in effect: “I won’t and you shan’t.” 
Fortunately, this attitude is becoming less 
fixed than it was in earlier years. Watts* 
now uses the transorbital approach almost 
exclusively. 

Electrocoagulation of the white matter of 
the inferior medial quadrant has been de- 
vised by Grantham" to produce selective le- 
s:ons with minimal danger. The procedure 
is carried out under roentgenologic control 
and has achieved satisfactory results accord- 
ing to Ayd.* The operation is repeated one 
or more times in certain cases. The extent 
of destruction is variable even though place- 
ment of the electrodes is accurate. The pro- 
cedure is too recent to permit adequate clin- 
ical or anatomic studies that would establish 
the superiority of this procedure over others 
with a longer period ot performance behind 
them. A similar procedure, under stereo- 
toxic control, is being employed to place le- 
sions accurately in the thalamofrontal ra- 
diation.* 

Lindstrom"’ produces lesions in the sub- 
cortical white matter by ultrasonic waves. 
The transducer is fitted snugly to the dura 
and the current turned on, generating vibra- 
tions at the rate of a million per second. The 
use of multiple transducers’ can catch a 
pinpoint area in a cross-fire of energy that 
is destructive while leaving the superficial 
portion intact. As used clinically, however, 
and this is a rather new method, a single 
instrument spares the cortex but produces 
necrotic lesions in the white matter that are 
most extensive just beneath the area of ap- 
plication. Since it is not yet feasible to ap- 
ply the transducer to the medial and inferior 
surfaces of the frontal lobes, this method 
must await further exploration. Its safety 
is assured; its effectiveness is still to be de- 
termined, and its applicability on a large 
scale to patients with mental disorder is 
somewhat remote. Thus far this method has 
been employed almost solely for the relief 
of suffering in patients in the terminal phase 
of malignant disease. 

Thermocoagulation of the exposed cortex 
and ligation of the veins as they enter the 
sagittal sinus over the frontal lobes have 
been reported in the second Columbia-Grey- 
stone Project’? as either dangerous or in- 
effective or both and have been abandoned. 
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Direct attack upon the thalamus either by 
the open approach or -by the stereotaxic 
method has proven of doubtful value in pa- 
tients with schizophrenia, and the time-con- 
suming nature of the operation gives little 
hope that it can be widely employed in the 
treatment of mental disorders. Spiegel and 
his associates,*® on the basis of 56 schizo- 
phrenic patients subjected to thalamotomy 
found five recovered and seven definitely im- 
proved. “Combinations of frontal lobe and 
thalamic operations were successful in about 
one-half of the cases in which either of these 
operations failed to improve the emotional 
disorder.” Disturbances in orientation and 
in memory, which occurred in 23 of 30 cases 
minutely observed, might last for days or 
weeks and even as long as a year. The paper 
gives a rather formidable list of complica- 
tions, and four deaths. 

Recognizing the importance of the reticu- 
lar activating system. Heath and his co- 
workers'™ stimulated the cephalic end in or 
near the septal nuclei by means of implanted 
electrodes. They observed arousal, especially 
in catatonic patients. Other patients showed 
variable degrees of improvement. One to 
three years later nine of 22 patient were out 
of the hospital. 

Similar arousal phenomena were reported 
by Feldberg and Sherwood’ after intraven- 
tricular injection of drugs, though the im- 
provement was temporary. Sometimes ad- 
renalin produced fleeting contact in cata- 
tonics but rendered them more liable to im- 
pulsive behavior. 

With the numerous operative procedures 
described above, it would seem that after 
maybe another twenty years the choice 
would narrow down. But since surgeons are 
by nature inventive, it seems more probable 
that additional measures for producing le- 
sions in various areas will be described. The 
really remarkable thing, however, is that 
every described operation can be counted 
upon to produce exactly the proportion of 
responses that Moniz reported in his first 
monograph in 1936, one-third recovered, one- 
third improved and one-third unimproved. 
Results are better or worse depending more 
upon the choice of the patient and less upon 
the choice of operation. 


Los Altos, Calif. 
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Incontinence on a Closed Ward 


J. L. CAMERON, M.D., 


Introduction 


With the increasing application of psycho- 
analytic techniques to the resolution of the 
psychoses, considerable advances are being 
made in the understanding of the psycho- 
logic processes of people suffering from these 
clinical states. There has developed a vast 
literature on this subject, from the works of 
Federn, an early pioneer, to the more recent 
works of Sechehaye and Fromm-Reichmann. 
Reading the reports of these writers one is 
struck by the frequently divergent theories 
concerning the nature of the therapeutic 
process. However, all these workers pay 
some attention to the organization of the 
immediate life situation of the patients. This 
factor is perhaps thrust on the psychothera- 
pist working with schizophrenics as the se- 
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verity of the disturbance frequently leads to 
hospitalization and part of the therapy at 
least is conducted in a hospital setting. 

Among the leading writers in the field 
Federn pays most attention to the organiza- 
tion of the current relationships of his pa- 
tients. He emphasizes the importance of bod- 
ily care emphatically in this quotation: 

“No physician can cure any severe case when bed 
rest and care are lacking, or when, intentionally or 
not, antagonisms develop toward the task of bring- 
ing back the psychotic ego to normality and reality. 
Experience must be drawn, and conclusions made, 
from patients treated under the best conditions and 
with the least opposition.” 

Such specific statements are read and con- 
sidered carefully by thoughtful psychiatrists 
throughout the world and there has been 
considerable interest aroused in the general 
care and nursing requirements of chronic 


schizophrenic patients. A new type of ex- 
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perimental situation has been studied in 
which sociologists and allied scientists ob- 
served the daily life in wards of mental hos- 
pitals and then combined their specialized 
skills with that of the hospital in an attempt 
to add a further perspective to our apprecia- 
tion of the complicated human reaction 
called schizophrenia. 

Among these studies one in particular 
merits attention here. It is the investigation 
carried out by Stanton and Schwartz and 
presented in their book “The Mental Hospi- 
tal.” This fruitful study produced many in- 
teresting publications, among them a paper 
written by a nurse, Gwen Tudor, which is de- 
voted to a study of the problem of mutual 
withdrawal between patients and staff on a 
disturbed ward. In the course of this article 
Tudor introduces the concept of the influence 
of what has been loosely referred to as “‘hos- 
pitalization.”” However, Tudor is quite spe- 
cific in this article in indicating at least some 
of the factors whereby the environment may 
subtly and insidiously act to prolong the pa- 
tient’s illness. She states: 


“Although a particular nurse may establish effec- 
tive and satisfactory relations with a patient, this 
can be easily undone by what others do with the 
patient, by the formal and informal social structure 
on the ward which tends to maintain the patient in 
his mental illness, by the interpersonal relationships 
amnog the staff members, and by the general insti- 
tutional context which orders and forbids certain 
activities. The social context within which the pa- 
tient lives is that pattern of interpersonal relations 
which is the network of reciprocal activities of all 
those on the ward. It is this social context which 
both determines in large part the nurse’s attitudes 
and modes of behavior and also facilitates or deters 
the patient’s mental health.” 


Tudor later makes clear her view that 
many of the stereotyped descriptions ap- 
plied to patients, e.g., assaultive, hopeless, or 
unable to tolerate closeness, are but conven- 
ient rationalizations for avoiding contact 
with the patient and so fostering schizo- 
phrenic isolation. 

The type of phenomenon described by 
these workers and by those who have fol- 
lowed in the field are characteristic in the 
general sense of life on all units which con- 
tain disturbed patients. Although from hos- 
pital to hospital there is variation in their 
nature, problems of the type described by 
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them and described in the present paper, are 
universal in mental hospitals—certainly in 
Britain and in this country. However, the 
hospital which investigates and attempts to 
interfere actively in such group processes 
requires of all the people who form its staff 
an ability to question themselves about the 
way in which they pursue their work—in 
particular it requires that they question even 
the modes of behavior accepted as part of 
the traditional professional role. While do- 
ing this, considerable anxiety is bound to be 
aroused in the staff group, but this group 
raust be sufficiently cohesive and insightful 
to avoid group disruption and meantime con- 
tinue to pursue its main goal—the welfare of 
the patients. 

In the majority of such studies the au- 
thors concentrated on the socio-dynamics or 
group processes of the unit concerned. These 
were frequently of highly complex nature. 
The tensions between staff and patients were 
carefully delimited and their causes studied. 
This paper avoids close study of this area, 
largely because of lack of adequate data col- 
lection. It is instead merely a description 
of a routine administrative investigation of 
an event on a closed ward for disturbed fe- 
male patients, the majority of whom were 
suffering from schizophrenia and had suf- 
fered from the condition for a number of 
years. The initial incident occurred some 
e ght months ago, and the authors would like 
to emphasize that up to the moment they 
have not succeeded in intervening so as to 
change the underlying pattern which was 
partly responsible. 


Clinical Material 


The clinical information contained in this 
section was obtained from a variety of 
sources: (1) observations of the charge 
nurse; (2) observations of the administra- 
tor; (3) the formal weekly ward staff meet- 
ing; (4) informal discussions with the ward 
staff on duty; (5) informal discussions with 
various members of the hospital staff during 
the casual or routine encounters of a work- 
ing day. 

The particular incident which provoked 
the investigation occurred as follows: One 
day three patients were reported as suffer- 
ing from incontinence of urine. Although 
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two of the three occasionally had been in- 
continent before when particularly upset, the 
third had never demonstrated this feature 
previously. Furthermore, as the patients 
were all incontinent within a period of an 
hour, it seemed that the events might well 
have a common cause. 


At the time when the incident occurred 
the ward was passing through a difficult 
time. Both administrator and charge nurse 
had recently arrived in the hospital and were 
to all other members of the ward group an 
unknown quantity, particularly as many of 
their spoken and unspoken attitudes indi- 
cated something of a change of emphasis 
from a previously well-established pattern. 
Accordingly, there was a good deal of dis- 
turbance with a heightening of many of the 
symptoms normally present among the va- 
rious indivdiuals. This had led to an in- 
creased difficulty in communication between 
staff and patients. These two groups were, 
culturally, quite distinct. 


When inquiries were made about the inci- 
dent, one of the first pieces of information 
which was elicited was the fact that the lav- 
atory doors were kept locked permanently. 
When a patient wished to use the toilet room, 
it was necessary for her to approach a staff 
member and communicate this need. On the 
day in question the three patients had, for 
some reason, not been able to inform the 
staff of their discomfort. Although it was 
difficult to reconstruct the situation, it ap- 
peared that the three patients had been ei- 
ther mute or particularly obscure in their 
speech. However interesting one might con- 
sider the social implications of the isolation 
involved in this social situation, this paper 
pursues a more mundane aspect of the prob- 
lem—in fact, why were the lavatory doors 
locked. 


It emerged that the doors were locked be- 
cause one patient, Molly, was in the habit of 
putting various articles, e.g., underwear, 
towels, or any ward accessory within reach, 
into the lavatory. At regular intervals this 
led to flooding, not only in the lavatory of 
the ward, but also on the lower floors and 
even the kitchen. A not unimportant fact 


was that offices occupied by senior members 
of the medical staff received a fair quota of 
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water. Furthermore, the echelon of hospital 
staff concerned with general housekeeping 
had to deal with extra costs involving the 
expense of cleaning out the sewage system 
and the costs of redecorating wet and dam- 
aged walls. This, of course, led to a certain 
amount of pressure on the nursing staff of 
the ward to do something about the situa- 
tion. The solution to the problem which was 
reached was the one already described—the 
lavatory doors were locked. This compro- 
mise became part of the fixed ward policy. 
Many members of the staff did not know why 
the doors were locked and it usually emerged 
that the possibility of discomfort for the 
patients as a result of this apparent solution 
of the dilemma was not openly considered. 
When asked about it, they clearly felt as 
though they were under fire in some way. 
They had the feeling, quite well-based, that 
one way or the other, they would be held re- 
sponsible. 

Of some interest is the fact that locking 
the doors had not really dealt with the prob- 
lem, for Molly still managed to block the 
toilets—the staff had not taken the step of 
supervising her during visits to the room. 
This fact gave an opportunity to study some- 
thing of the factors provoking what was not 
a highly stereotyped situation. The key to 
this lay in the design of the ward, for the 
flushing mechanism for the lavatory used by 
Molly was operated by a chain which was lo- 
cated inside the nursing station. A patient 
utilizing the lavatory had to request a staff 
member to work the flushing mechanism for 
her. The staff observed this situation care- 
fully in the hope of being able to notice 
which particular staff member Molly asked 
to do this for her. From this it was hoped 
to get a lead as to why Molly blocked up the 
sewage system. 

It was noticed that Molly was quite indis- 
criminate in her approaches to the staff for 
this reason normally, but on the whole, cer- 
ta‘n staff members were more frequently 
used as stooges to cause flooding. Each par- 
ticular incident when she put something in 
the toilet was preceded by some demonstra- 
tion of annoyance on her part. This annoy- 
ance seemed to be aroused by a particular 
situation, i.e. when a staff member refused 
to comply with one of her requests without 
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explanation, or else complied with covert ir- 
ritation. 

Molly shared a room with a patient who 
had a great reputation for personal assault- 
iveness. None of the female nurses or aides 
would go into the room when Mary, the pa- 
tient in question, was there. She usually 
was there, as her presence on the hall 
aroused great anxiety. Accordingly, it was 
often difficult for the staff to accede to Mol- 
ly’s requests which frequently involved en- 
tering a room containing an individual who 
they were sure would attack them. A typi- 
cal incident which was observed was as fol- 
lows: It had been noticed that the incidence 
of flooding was higher on the evening shift 
than on the day shift and accordingly one 
of the authors spent some time there in the 
evening. One day on entering he noted that 
Molly was somewhat querulously saying to 
one of the staff members, “But I told you, 
Poppy, to bring me my blue slippers.” Poppy, 
the aide, was standing at the door of the 
room shared by Molly and Mary, looking un- 
comfortable and afraid. As she hesitated at 
the door, Molly turned livid and began to 
hum and wave her little finger—a sure sign 
that she was very angry. Not long after- 
wards she asked to be let into the lavatory 
and when she came out, made certain that 
it was Poppy who pulled the chain in the 
nursing office. Flooding occurred and a bra 
and a towel were later taken out of the toilet. 

The fear of attack by Mary was so gen- 
cral among the staff that it also merited at- 
tention. Much of it was founded on actual 
daily experience of attacks. However, most 
of the nurses stated that they found her ap- 
pearance “animal-like” and her practice of 
screaming incoherently, terrifying and sub- 
human. Discussion with them revealed that 
some time previous she had made a violent 
attack on the nurse who was at that time in 
charge of the ward. From that date it had 
become a ward order that no female nurse 
should go into Mary’s room alone. This, of 
course, made more difficult attempts to look 
after Molly. 

In order to make any intervention in the 
flooding situation, it was necessary first to 
intervene in the situation with Mary. The 
necessary mechanisms to deal with this sit- 
uation were part of the hospital tradition 
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and culture. Accordingly, the situation was 
discussed at the formal weekly staff meet- 
ings, and informally in the ward. The group 
support for the individual increased and the 
great fear which Mary felt about the staff 
became appreciated. Her low self-esteem 
was understood, and the nurses began to 
take steps in terms of her physical care to 
counteract this. She ceased to be the terror 
of the ward. 

As the investigation proceeded, the inci- 
dence of blocking of the toilets diminished. 
Molly was receiving a special degree of at- 
tention as a by-product of the work, but no 
special steps were taken beyond the ones 
being instituted in the ward in any case. Af- 
ter two months the activity almost stopped 
—and actually did so for a period of a 
month. Later it began again and still is a 
problem. At this time the morale of both 
authors (charge nurse and administrator) 
was flagging and they were falling back on 
the previous patterns of dealing with situa- 
tions. For a time they passed through a 
period of doldrums familiar to most people 
who have worked with groups. This period 
is now passing. It is clear now in retrospect 
that the staff group in general felt that Molly 
was too demanding. The nurses would at 
times become physically tired out through 
fetching and carrying the multitudinous 
tasks she imposed. The administrator and 
charge nurse had not utilized the channels 
available to them and brought the difficulty 
up for discussion so that the situation could 
be clarified and appropriate action taken. 
Their tacit acceptance of the label “too de- 
manding”’ had left the nurses to deal as best 
they could with Molly, with the inevitable 
result that resentment grew and the patient 
reacted to it according to a well established 
pattern. It is only now that the meaning 
behind the demandingness is being sought, 
with hope of success. The blocking is al- 
ready rapidly diminishing. 


Discussion 


The descr:ption given above of an admin- 
istrative investigation necessarily touches 
only superficially on the complex social situ- 
ation in which the patients were living. It 
is not the authors’ intention, moreover, to 
imply a simple causality behind the descrip- 
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tion of the few related phenomena which 
they have given here. They do feel, however, 
that the account that they have given of a 
routine administrative-nursing task has 
some interesting implications which merit 
consideration. 

The first of these is to realize that there 
are many ways of viewing the people on a 
ward. They can be divided in terms of roles 
into various social strata—a patient group, 
nursing group, doctor group, etc. However, 
they can also be viewed a3 a unitary group, 
reacting to each other, and to others outside 
the arbitrarily delimited group, and ma‘n- 
taining the free-floating group anxiety at a 
minimum by various maneuvers which are 
the group equivalent of an individual’s de- 
fense mechanisms. With the passage of time 
their defensive maneuvers become part of a 
group behavior pattern as a state of stasis 
is achieved which holds the original anxiety 
in check so that the group members may 
well forget it as they go about their daily liv- 
ing. Disturbance, or investigation, of these 
patterns tends to reactivate the anxiety in- 
herent in the masked situations. 

Secondly, the solution of the problem 
which is achieved may well cope with the 
anxiety aroused but, just as in the case of 
the pathological defenses of the individual, 
it merely masks and does not answer the 
central problem from which the group anx- 
iety has sprung. In this case the locking of 
the doors merely gave a legalistic argument 
to the effect that “something was be-ng 
done.” In itself it was an illogical solution 
of the problem, failing to prevent the activ- 
ity which was undesirable, and causing the 
development of a further series of phenom- 
ena—one might call these secondary group 
symptoms. Some of these were derived from 
the socio-psychological significance of the 
action, with some heightening of the inter- 
group tension. These have not been de- 
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scribed. However, the more important fac- 
tor for the purpose of the present investiga- 
tion was the fact that the patients had a new 
area of necessary communication set up be- 
tween themselves and the key-possessing 
members of the ward group—namely, the 
nursing personnel. As has often been indi- 
cated in the literature of schizophrenia, in- 
terpersonal communication is a major diffi- 
culty for the schizophrenia patient. It is 
also a sensitive indicator of the tension 
which the patient fee!s, so that when he be- 
comes more anx:ous his ability to commun:- 
cate usually deteriorates. When tension on 
the ward in question rose, then the patients 
who now had the problem of informing the 
staff of their need to visit the toilets, could 
find themselves in the situation of the three 
patients who were incontinent. The patient 
members of the ward group were accord- 
ingly placed in a situation in which they 
could be expected to be vulnerable. 

The third point which the authors wish to 
indicate is the extent to which the investiga- 
tion involved not only members past and 
present of the ward group, but a!so people 
of the hospital at large—even, for example, 
the kitchen and housekeeping personnel, 
and the staff members whose offices were 
flooded. As the new charge nurse and ad- 
ministrator became integrated in the social 
structure, they, too, became participants in 
the perpetuation of this illogical solution in 
the manner described. 

Out of it all, however, one particularly 
clear lesson has emerged for the authors, as 
administrator and charge nurse, apparently 
even with satisfactory facilities available 
to deal with just such situations as these, 
when one fails to make use of them through 
anxiety, disappointment, or for any other 
reason. As a member of the group, one fos- 
ters and prolongs the state of affairs which 
one wishes to alter. 
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Chlorpromazine in Treatment of Chronic Schizophrenia 


JULIAN ABRAMS, PH.D. 


The vast amount of literature which the 
tranquilizing drugs have brought forth re- 
sults, in part, from the enthusiasm evoked 
by any new and seemingly effective method 
of treatment of mental disorders. Yet, the 
efficacy of chlorpromazine is still a matter 
of unresolved discussion. Such an ardent 
advocate as Kinross-Wright,'* who considers 
chlorpromazine superior to any of the es- 
tablished methods of treatment, is refuted in 
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the same publication by L:tteral and Wilkin- 
son,'® who believe that while chlorpromazine 
has its proper place, it is not a universal 
substitute for the conventional somatic 
treatment methods. Feldman et al.’ point 
out that the reception accorded other drugs 
in the past was frequently enthusiastic but 
the “. . . changes produced by these drugs 
were a combination of enthusiasm, sugges- 
tion, auto-suggestion, improved techniques 
and altered regimes concomitant to test sit- 
uations and intensive clinical] evaluations,” 
and that the results of chlorpromazine treat- 


Chlorpromazine Group 


TABLE I—Mean Scores, Pre- 
Placebo Grouy 


MEAN SCORES Standard MEAN SCORES 
Pre- Post- Error of Pre- Post- 
Treatment Treatment Difference Difference t Treatment Treatment 
WECHSLER-BELLEVUE 
90.78 95 28 4.50 91 4.95* 85.81 90.06 
92.22 95 89 3.67 1.10 3.34* 86.94 90.75 
Performance I.qQ. ........ 91.00 95.55 4.55 1.48 3.07* 87.44 92.25 
Information ............:..... 8.39 8.72 30 .24 1.37 1.25 7.44 
Comprehension ............ 6.00 7.00 1.00 .62 1.61 5.44 5.69 
7.78 8.11 .60 7.00 8.62 
Digits Forward ........ 6.33 6.55 22 .24 .92 6.25 6.75 
Digits Backward .... 4.05 4.00 — .05 32 16 3.62 4.25 
5.66 5.44 — .22 59 37 4.94 5.69 
Similarities _.................. 8.33 10.27 1.94 .81 2.397 6.62 tot 
Wocapulary 9.61 10.05 44 34 1.29 8.37 8.75 
Picture Arrangement 6.22 7.22 1.00 73 1.37 4.69 5.56 
Picture Completion .... 6.11 a3 1.00 .o9 1.69 5.69 5.69 
Block .........:...-.. 6.44 6.55 43 .26 5.75 6.56 
Object Assembly ........ 8.77 9.55 .78 .50 1.56 7.45 9.06 
Digit Symbol 5.72 6.61 .89 1.65 5.37 5.87 
RORSCHACH 
12.16 7.94 — 4.22 1.46 2.89* 9.81 8.00 
7.00 3.72 — 3.28 1.06 3.09* 5.19 4.25 
MSRPP 
47.67 26.00 —21.67 3.55 6.10* 41.75 39.31 
16.55 16.05 — .50 .69 13.50 14.69 
6.50 4.94 — 1.56 42 3.01* 5.69 5.62 
8.39 5.39 — 3.00 .62 4.84* 6.75 5.87 
13.27 11.83 — 1.44 ot 2.537 12.62 12-31 
15.33 13.50 — 1.83 3.39* 13.94 12.81 
10.72 7.78 — 294 .76 3.87* 10.37 10.06 
15.39 10.50 — 4.89 .78 6.27* 14.19 13.44 
12.61 8.44 — 4.17 .63 6.62* 10.50 
9.72 9.67 — .05 .09 8.94 8.13 
10.28 9.61 — .67 3) 1.91 8.94 9.56 
15.50 10.33 — 5.17 .79 6.54* 14.44 14.19 


Difference 


4.25 
3.81 
4.81 
19 
.25 
1.62 
-50 
63 
15 
38 
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— 2.44 
1.19 
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=. 
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62 
pe. *Significant at the .01 level. +Significant at the .05 level. 
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ment may be attributed to the same factors. 
In the light of the varied claims, Hall and 
Dunlap’ take note of the failure of clini- 
cians to conduct more carefully controlled 
studies of the therapeutic effects of the tran- 
quilizing drugs. 

For the most part, investigators have 
tended to rely mainly on clinical observa- 
tion as their criterion of improvement. Some 
have used rating scales, either those infor- 
mally composed for a given experiment or 
else the more reliably constructed, stan- 
dardized scales. Relatively few, however, 
have utilized psychological tests to assess 
changes in personality. It was the purpose of 
this study to combine psychological tests 
with a rating scale to evaluate the effective- 
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ness of chlorpromazine. Since reports fa- 
vorable to chlorpromazine have claimed that 
the drug enhanced logical thinking, reduced 
anxiety and hostility, and made for improved 
overt behavior, these factors were selected 
for investigation. A chlorpromazine (ex- 
perimental) group and a placebo (control) 
group were studied separately, pre- and post- 
treatment, and the two groups were com- 
pared, post-treatment, in regard to these 
factors. It was hypothesized that chlor- 
promazine was an effective palliative which 
would bring about improved intellectual 
functioning, reduce anxiety and hostility, 
and result in more satisfactory behavioral 
patterns as contrasted with the placebo 
group which would not show these effects. 


, Pre- and Post-Treatment. 


Group Chlorpromazine and Placebo Groups 
Pre-Treatment—Both Groups Post-Treatment—Both Groups 

Standard Standard MEAN SCORES Standard 
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Subjects 


The subjects for this study were limited 
to white, female, hospital patients who were 
diagnosed schizophrenia, who had not prof- 
ited from other therapies, and for whom the 
consensus of qualified psychiatric opinion 
was that they showed poor prognosis for re- 
covery and discharge; that they were not 
feeble-minded and did not suffer from epi- 
lepsy, syphilis, or any demonstrable organic 
brain disease; that they were between the 
ages of 20 and 55 and had been hospitalized 
for a consecutive minimum period of two 
years. In addition, the patients had to be 
sufficiently cooperative so that psychological 
tests could be administered. 


Forty female patients who met these re- 
quirements were selected and were divided, 
at random, into two groups of 20 each, one 
group receiving chlorpromazine (the experi- 
mental group), the other group receiving a 
placebo (the control group). During the 
course of the experiment several patients 
had to be eliminated from both groups for 
various reasons so that the final chlorproma- 
zine group consisted of 18 patients while the 
final placebo group consisted of 16 patients. 
The groups, as constituted, showed no sig- 
nificant differences between the means in re- 
spect to age and length of hospitalization. 


Procedure 


Administration of the Medication 

In order to obtain valid data pertinent 
only to the chlorpromazine and placebo, all 
other therapies were discontinued during the 
course of the investigation. Once a patient 
was selected for the study and the tests and 
scales were administered, medication was 
started and continued for four months. 


The experimental group received chlor- 
promazine under the name of “‘Thorazine A.”’ 
The drug was administered orally, under 
medical supervision, every six hours daily. 
For the first week, 50 mg. was administered 
at the given hour, a daily total of 200 mg. 
- Thereafter, dosage was gradually increased 
to a maximum of 600 mg. daily, the amount 
varying for each patient depending upon tol- 
erance and behavior. Of the 18 patients in 
the experimental group, seven received a 
maximum dosage of 600 mg. daily, while 11 
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received a maximum dosage of 400 mg. daily. 
All patients were on the maximum dosage 
for at least the last two months. 

The second group, the control group, re- 
ceived a placebo, the same size, shape and 
color as the chlorpromazine. As a differen- 
tiation from the chlorpromazine, the placebo 
was known as “Thorazine B.” It was admin- 
istered in exactly the same manner as the 
chlorpromazine, starting with an initial dos- 
age of 200 mg. daily for one week and then 
increasing to a max:mum of 400 mg. daily. 

Since chlorpromazine has been known to 
produce harmful side effects, laboratory and 
clinical procedures were conducted to avoid 
complications, These tests included: (1) 
blood count biweekly; (2) urine analysis 
weekly; (3) temperature, pulse, respiration 
and blood pressure daily. Although no harm- 
ful side effects were anticipated from the 
administration of the placebo, the same lab- 
oratory and clinical procedures were fol- 
lowed with the control group. 


Administration of the Tests and Scales 


The following tests and scales were ad- 
ministered prior to the onset of medication 
and again after four months of treatment 
with either chlorpromazine or placebo: 

(1) The Wechsler-Bellevue Intelligence 
Scale, Form I, was utilized to evaluate intel- 
lectual functioning. It was administered and 
scored in accordance with the instructions 
contained in the Manual.** 

(2) The Rorschach Psychodiagnostic Test 
was administered to determine the presence 
of anxiety and hostility. The content of 
each protocol was analyzed by four judges 
according to a method devised by Elizur’ for 
an evaluation of these tension systems and 
an Anxiety score and a “Hostility” score 
were secured for each patient. 

(3) The Multidimentional Scale for Rat- 
ing Psychiatric Patients (MSRPP)" was 
used to appraise overt behavior, the inter- 
view section of the Scale being completed by 
the psychiatrist in charge of the chronic fe- 
male wards, while the ward behavior section 
was completed by the nurse or attendant on 
the ward. 

Table I lists separately the mean scores 
of the groups on the three meadia of eval- 
uation, pre- and post-treatment, together 
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with the statistical data. Application of the 
t-test for the significance of the difference 
in the means of related measures revealed 
that with respect to intellectual functioning 
the chlorpromazine group showed significant 
improvement in overall intellectual function- 
ing (as measured by the Full Scale I.Q., the 
Verbal I.Q. and the Performance I.Q.) and 
in the Similarities subtest. Anxiety and hos- 
tility (as measured by the Anxiety and Hos- 
tility scores of the Rorschach) were signifi- 
cantly reduced as a result of treatment. Sig- 
nificant changes in patterns of overt beha- 
vior were indicated on the following items of 
the MSRPP: the total Morbidity score (a 
global measure of the severity of symp- 
toms), Factor B (compliance vs. resistive- 
ness), Factor C (paranoid projection), Fac- 
tor D (activity level), Factor E (melancholy 
agitation), Factor F (perceptual distor- 
tion), Factor G (motor disturbances) , Fac- 
tor H (submissiveness vs. belligerence), and 
Factor K _ (conceptual disorganization). 
There were no significant changes in Factor 
A (retarded depression vs. manic excite- 
ment), Factor I (withdrawal), and Factor J 
(self-depreciation vs. grandiose expansive- 
ness). 


Comparison of the Groups 


In order to firmly establish whether or not 
chlorpromazine was an effective therapuetic 
agent, it was necessary to compare the quan- 
titative results obtained from the chlorprom- 
azine group with the data from the placebo 
group. To attain this, it was first neces- 
sary to compare the two groups pre-treat- 
ment to determine if there were any signifi- 
cant differences between the means of the 
groups on any of the obtained scores. Using 
the formula for the significance of a differ- 
ence between the means of unrelated groups, 
the t-test was applied. Table I lists the 
mean scores of the two groups, pre-treat- 
ment, on the three media of evaluation, to- 
gether with the statistical data. 


On the basis of the t-test, only Factor A 
of the MSRPP showed a significant differ- 
ence between the two groups. All the other 
data did not reveal any significant differ- 
ences. Therefore, with the exception of 


Factor A of the MSRPP, it was assumed 
that there were no differences initially be- 
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tween the two groups in respect to the meas- 
ures involved, and that the two groups were 
drawn at random from the same population. 
Because Factor A was significantly differ- 
ent, analysis of covariance had to be utilized 
for this data. 

Following the method described by Lind- 
quist,’° analysis of covariance was applied to 
the data of Factor A and an F value of .132 
was obtained which was not significant. 
Therefore, although there was a significant 
difference between the means of the two 
groups with respect to Factor A prior to 
treatment, the obtained F indicated that 
there was no significant difference between 
the means of the two groups with respect 
to this factor upon the completion of treat- 
ment. 

Since there were no significant differences 
between the means of the two groups on any 
of the other test items prior to treatment, 
the post-treatment data was analyzed by 
use of the t-test for the significance of a 
difference between the means of unrelated 
groups. The table lists the mean scores of 
the two groups, post-treatment, on the three 
media of evaluation, together with the sta- 
tistical data. 

On the basis of the t-test, the chlorproma- 
zine group showed significant changes upon 
completion of treatment in the total Morbid- 
ity score, Factor F (perceptual distortion), 
Factor G (motor disturbances), Factor H 
(submissiveness vs. belligerence), and Fac- 
tor K (conceptual disorganization) of the 
MSRPP, and in the Similarities subtest of 
the Wechsler-Bellevue. The placebo group 
showed significant change in Factor I (with- 
drawal) of the MSRPP. There were no sig- 
nificant differences on any of the other 
items. 


Discussion 


Intellectual Functioning 


It was initially hypothesized that chlor- 
promazine was an effective therapeutic agent 
which would have a signal effect upon the 
intellectual functioning of the patient. How- 
ever, this was not confirmed by the data 
since both the chlorpromazine group and the 
placebo group showed significant improve- 
ment in overall intellectual functioning (as 
measured by the Wechsler-Bellevue I.Q.’s) 
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when each group was considered separately. 
This improvement was not significant, how- 
ever, when the two groups were compared 
since the changes manifested were appar- 
ently of the same strength and in the same 
direction. In view of the fact that the placebo 
group kept pace with the chlorpromazine 
group, no special value can be attributed to 
the drug in regard to overall intellectual 
functioning. The improvements obtained, 
therefore, may be due to the limitations in- 
herent in the test itself, since the gain in 
Full Scale 1.Q. for both groups fell within 
the standard error of measurement of the 
test (5.674) as reported by Wechsler.** It 
may also be due, in part, to greater familiar- 
ity with the test upon retest, a factor which 
always plays a role in the comparison of two 
administrations of the same structured test. 


The only part of the Wechsler-Bellevue 
which showed significant improvement, 
whether evaluated separately or in com- 
parison with the placebo group, was the 
Similarities subtest for the chlorpromazine 
group. This finding was also reported by 
Gardner et al.,’ although their related find- 
ings of improvement in Vocabulary and Pic- 
ture Completion were not substantiated. 
They attributed this change to an enhanced 
willingness of the patient to talk because of 
the drug treatment. Another factor, how- 
ever, might also play a role. According to 
Wechsler, the type of response received to 
the Similarities subtest throws light upon 
the character of the subject’s thinking proc- 
esses, the higher the Similarities score, the 
more logical the thinking. The significant 
improvement shown by the chlorpromazine 
group on this test would indicate that logi- 
cal thinking was enhanced by the drug. This 
effect was also noted by Sainz,*’ who found 
enhanced logical thinking in paranoid and 
catatonic schizophrenics as a result of chlor- 
promazine treatment. 


Anxiety and Hostility 


With regard to the amount of anxiety and 
hostility present before and after treatment 
as measured by content analysis of the Ror- 
schach, the chlorpromazine group, when 
evaluated separately, showed a significant 
reduction in anxiety and hostility post-treat- 
ment, while the placebo group showed no 
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significant change in either. However, when 
the two groups were compared, there were 
no significant differences between them as a 
result of treatment. It appears, therefore, 
that while chlorpromazine may effectively 
reduce the amount of anxiety and hostility 
present, a placebo can produce the same re- 
sult insofar as psychological evaluation of 
these tension systems is concerned. 


Differences of opinion appear to prevail in 
regard to anxiety and hostility depending 
upon the type of assessment made by the in- 
vestigator—clinical assessment of behavior 
through observation, measurement of overt 
behavior by means of a rating scale, or eval- 
uation through psychological tests. Cohen,’ 
for example, reported the drug to be most 
effective in cases of agitation, anxiety or ag- 
gression, while Delay and Deniker* stated 
that the phases of agitation and anxiety 
could be reduced together with impulsive- 
ness and aggressiveness. When a rating scale 
is employed, however, the results reported 
are not as consistent. Thus, Trethowan and 
Scott*? found significant response to chlor- 
promazine (as compared with a placebo) in 
respect to anxiety and tension and aggres- 
sive urges toward self and others. On the 
other hand, Rosner et al.,° using an anxiety 
rating scale measuring the level of anxiety 
present before and after treatment, found 
that while the placebo and chlorpromazine 
groups showed a significant change when 
evaluated separately, there were no signifi- 
cant differences between the groups. In this 
study, using psychological evaluation, a 
placebo was found to be as effective as the 
drug. Perhaps, as far as anxiety and hos- 
tility are concerned, the patients in this re- 
search were not the excited, overactive, over- 
aggressive schizophrenics most frequently 
treated with chlorpromazine who appear to 
respond most favorably to the drug. 


Overt Behavior 


It is in the area of overt behavior that 
the majority of beneficial claims are made 
for chlorpromazine and this was substanti- 
ated by this research. Considering each 
group separately on the MSRPP, the chlor- 
promazine group, upon completion of treat- 
ment, showed significant improvement in the 
total Morbidity score and significant beha- 
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vioral changes in eight of the 11 factors, 
while the placebo group revealed no signifi- 
cant changes in any of the factors or in the 
total Morbidity score. The changes occur- 
ring in each of the factors were evaluated on 
the basis of the score of a presumed normal 
person as reported by Lorr.'* Thus, the chlor- 
promazine group (a) showed a very signifi- 
cant reduction in overall symptomatology 
(Morbidity score); (b) showed decreased 
resistiveness and a greater tendency toward 
a more normal pattern of a balance between 
compliance and resistance (Factor B); (c) 
demonstrated less paranoid projection (Fac- 
tor C); (d) changed from being slightly un- 
deractive before treatment to being much 
more inactive after treatment (Factor D); 
(e) showed a reduction in agitation to that 
of the nrom after treatment (Factor E); 
(f) showed a decrease in the amount of per- 
ceptual distortion (Factor F); (g) revealed 
a significant reduction in motor disturbances 
(Factor G); (h) changed from being 
slightly more belligerent before treatment to 
being more submissive after treatment (Fac- 
tor H); and (i) showed a significant dimi- 
nution in the severity of conceptual disor- 
ganization (Factor K). 

Upon comparison of the two groups, how- 
ever, the significance of four of the eight 
factors for the chlorpromazine group was 
not maintained. With the chlorpromazine 
group, Factors F, G, H, and K remained 
significantly different from the placebo 
group. The total Morbidity score remained 
significantly improved for the chlorproma- 
zine group. Thus, the outstanding claims 
which could be made for the drug, insofar as 
this study is concerned, is that it decidedly 
reduces overall symptomatology, decreases 
perceptual distortion, reduces motor disturb- 
ances, makes for greater submissiveness, 
and improves conceptual organization. The 
placebo, on the other hand, tends to make 
a withdrawn patient even more withdrawn. 
Gardner et al.’ also found the placebo group 
to be more withdrawn after treatment. 


Integration of Results 

The extravagant claims made by many in- 
vestigators as to the therapeutic effective- 
ness of chlorpromazine were not substanti- 
ated by this research. Several reasons may 
have contributed to this conclusion: (1) Pa- 
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tients were not the excited, overactive, over- 
aggressive schizophrenics frequently treated 
with the drug; (2) the dosage employed was 
not as high as that used by some investi- 
gators; (3) the use of a control (placebo) 
group tended to place the drug in a differ- 
ent perspective when comparisons were 
made; (4) the use of psychological tests 
and a rating scale made for more objective, 
valid evaluations than mere reliance on clin- 
ical assessment of overt behavior. On the 
basis of this study, it was apparent that the 
changes produced by chlorpromazine were 
primarily in the behavioral field and in the 
improvement of logical thinking, while the 
other changes manifested by the chlorprom- 
azine group could also be produced by the 
administration of an inert medication. 


That some improvement should occur, both 
psychologically and behaviorally, in the 
placebo group was not unexpected. Whether 
this was due to the psychological effect of 
taking a “pill” or to the added attention re- 
ceived by the placebo patient through clini- 
cal and laboratory procedures followed, can- 
not be evaluated. However, it has been rec- 
ognized for a long time that, in many in- 
stances, a placebo has a powerful ameliorat- 
ing effect. Although used more extensively 
than any other drug for many years, it is 
only lately that the placebo effect is under- 
going serious investigation. In one study of 
the placebo effect made by Lasagna et al.,"* 
it was found that the placebo reactor was, 
initially, more anxious, more emotionally 
labile, more concerned and preoccupied with 
internal body processes, and more dependent 
on outside stimulation than his own mental 
processes. The reaction to placebo, accord- 
ing to Rosenthal and Frank,’* was that it 
could modify physiological functioning and 
increase the sense of well-being of the indi- 
vidual. In a survey of the few studies re- 
ported, Beecher’ concluded: “It is evident 
that placebos have a high degree of thera- 
peutic effectiveness in treating subjective re- 
sponses, decided improvement . . . being pro- 
duced in 35.2 + 2.2% of the cases. This is 
shown in over 1000 patients in 15 studies 
covering a wide variety of areas...” On the 
basis of these formulations it would be ex- 
pected that the administration of a placbeo 
would have some salutary effects. On the 
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other hand, Rosenthal and Frank also com- 
mented that the placebo effect “is not always 
favorable, but may also result in undesir- 
able, distressful reactions.” This may ac- 
count for the more withdrawn attitude of 
the placebo group after treatment when the 
initial effect of “being treated” has worn off 
and no positive changes have become appar- 
ent to the patient. 

The fact that the chlorpromazine group 
improved significantly in many instances, 
when the group was evaluated by itself, was 
negated when comparisons were made with 
the placebo group. It may be concluded, 
therefore, that on the basis of this study, 
placebo was just as effective in producing 
certain psychological, behavioral and intel- 
lectual changes as was chlorpromazine, and 
that it was the administration of a “pill” and 
not necessarily a drug which brought about 
these modifications. Nevertheless, the value 
of including a placebo group in a research 
such as this was amply demonstrated. With- 
out the control group, many additional 
claims could be made for the therapeutic ef- 
fectiveness of chlorpromazine which would 
not really be statistically significant. 

On the whole, it appears that the effect 
of chlorpromazine is primarily confined to 
the behavioral field with little change in the 
psychological substructure. Thus, Elkes and 
Elkes*® found no change in the ingrained psy- 
chotic thought disorder; Kielholz and Lab- 
hardt’* believed the drug only suppressed 
the symptoms; Hall and Dunlap’’ reported 
there was no definite evidence that the drug 
altered the “basic psychotic process.” Free- 
man* summed up these general conclusions 
by stating, “There is no definite evidence 
that the drugs affect the ideational content 
of psychoses or even of the psychoneuroses. 
They diminish the emotional expression of 
the abnormal thought content, but it is ques- 
tionable whether the underlying psychic tur- 
moil is affected.” 

However, the results obtained from this 
research do point up a certain theoretical 


_approach to the tranquilizing drug chlor- 


promazine. In the V A Bulletin on the 
MSRPP, Lorr"™ describes a grouping of va- 
rious factors which he calls the schizo- 
phrenic sequence. Patterned after a thesis 
presented by Jenkins," it defines three 
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stages in the development and intensification 
of a schizophrenic psychosis. The first stage 
is that of schizoid withdrawal, characterized 
by withdrawal of attention and interest from 
the outer environment and replacement by 
autistic fantasy. The second stage is the ac- 
tual schizophrenic process wherein the 
breakdown of adaptive processes leads to re- 
gressive behavior. In this stage, the acute 
anxiety which is experienced leads to preoc- 
cupation, indecision, perplexity and puzzling, 
and, ultimately, to a weakening of the effi- 
ciency of the conceptual process and percep- 
tion of external reality, a pattern of disin- 
tegration of thinking. The third stage is 
that of psychotic reorganization, “. . . a proc- 
ess which may be regarded as an effort to 
maintain the integration of a disintegrating 
personality.’’™ 

According to Lorr, there are factors on 
the MSRPP which are indicative of each 
stage of this sequence. Thus, Factor I 
(withdrawal) is applicable to the first stage; 
Factor K (conceptual disorganization) , Fac- 
tor F (perceptual distortion), and Factor G 
(motor disturbances) are related to the sec- 
ond stage; while Factor C (paranoid projec- 
tion) and Factor J (grandiose expansive- 
ness) are part of the third stage. 

In this research the chlorpromazine group 
showed the following patterns as distinct 
from the placebo group: 

(1) Paranoid projection (Factor C) was 
greatly reduced, indicating a trend away 
from the third stage of psychotic reorgani- 
zation. (The group was not, at any time, 
overly grandiose to have to consider Factor 
J as an important element. ) 

(2) Conceptual disorganization (Factor 
K) was significantly reduced, perceptual dis- 
tortion (Factor F) was significantly less- 
ened, motor disturbances (Factor G) were 
significantly retarded, logical thinking (Sim- 
ilarities subtest) was significantly enhanced, 
and anxiety (Anxiety score) was greatly re- 
duced. All these are elements of the second 
stage of the schizophrenic sequence, that of 
psychotic disorganization. 

(3) Withdrawal (Factor I) remained con- 
stant, though the group, at the end of treat- 
ment, was still decidedly withdrawn. Thus, 
there was no change in the first stage of the 
schizophrenic sequence. 
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From this study of chronic schizophrenic 
females, it is apparent that chlorpromazine 
has the effect of starting a reversal of the 
schizophrenic process by penetrating the 
second and third stages of the sequence— 
psychotic disorganization and reorganiza- 
tion, but the drug does not affect the first 
stage—withdrawal. This may be indicative 
why the psychological picture, as revealed 
by psychological tests, does not appear to 
change. The patient still presents the same 
psychotic substructure but with a defen- 
sive reorganization taking place, while the 
change in intensity, regressive aspects, and 
depths of the psychosis is most clearly re- 
vealed in the overt behavioral patterns. 

At the same time, some negative aspects 
of chlorpromazine treatment appear in the 
picture which must be seriously considered 
so that full advantage can be taken of the 
progress being made by the patient. Accord- 
ing to Jenkins,'' “Reversing the process of 
schizophrenic disorganization seems to de- 
pend upon the achievement by the patient 
of satisfactions through adjustive behavior 
which outbalance the frustrations which 
lead to the progress of the illness.” The fact 
that the chlorpromazine group showed 
greater inactivity (Factor D) and more sub- 
missiveness (Factor H) might be acceptable 
from the standpoint of ward management 
and care, but it portends an achievement of 
satisfactions by a passive acceptance of the 
medication without any active participation 
on the part of the patient to assist in his 
recovery. In order to overcome this lethar- 
gic attitude and assist the patient to main- 
tain socially acceptable behavior in which 
satisfactions can still be obtained and frus- 
trations tolerated, it seems necessary to 
supplement chlorpromazine treatment with 
other therapeutic measures. By such means 
as psychotherapy, occupational and recrea- 
tional therapy, and other rehabilitative pro- 
cedures, the patient can be helped in the 
reorganization of his defenses and gain ego 
strength. Thus, while chlorpromazine can 
initiate a reversal of the schizophrenic se- 
quence, it must be followed by more inten- 
sive therapeutic measures. This is in line 
with the later recommendations of Delay and 
Deniker,' pioneer investigators of chlor- 
promazine, and the general tenor of the sym- 
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posium held under the auspices of Smith, 
Kline & French Laboratories.” 

‘Although the conclusions and theoretical 
considerations can only be tentative due to 
the small, restricted sample of the research, 
they point up the fact that too much reli- 
ance cannot be placed on chlorpromazine 
alone as a therapeutic agent without the use 
of other therapeutic measures available to 
a hospital regimen. 


Summary 


The purpose of this investigation was to 
determine the effectiveness of chlorproma- 
zine as a therapeutic agent in the treatment 
of chronic, female, hospitalized schizophren- 
ics. Two groups of patients were utilized: 
an experimental group of 18 which received 
between 400 and 600 mg. of chlorpromazine 
daily, and a control group of 16 which re- 
ceived 400 mg. of placebo daily. The study 
was concerned with changes that occurred 
in intellectual functioning, the presence of 
anxiety and hostility, and overt behavioral 
patterns as a result of treatment. For this 
purpose, the Wechsler-Bellevue Intelligence 
Scale, the Rorschach, and the Multidimen- 
sional Scale for Rating Psychiatric Patients 
were administered prior to the onset of 
treatment and then repeated four months 
later at the conclusion of treatment. Data 
obtained from the psychological tests and 
rating scale were subjected to small sample 
statistical techniques. The chlorpromazine 
group and the placebo group were each stud- 
ied separately and comparisons were made 
between the two groups. 


Conclusions 


The following conclusions are tentative in 
nature due to the small number of samples 
involved and the limitations of the experi- 
mental design. The conclusions are delim- 
ited to white, female, chronic schizophrenics 
between the ages of 20 and 55 who have been 
hospitalized for a consecutive minimum pe- 
riod of two years: 

(1) Chlorpromazine is an effective thera- 
peutic agent insofar as it enhances logical 
thinking, reduces the severity of symptoma- 
tology, and brings about improved patterns 
of overt behavior. 

(2) Chlorpromazine treatment has the ef- 
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fect of initiating a reversal of the schizo- 
phrenic precess by penetrating the psychotic 
disorganization and reorganization but it 
has little influence on the withdrawn atti- 
tude of the patient. 

(3) Chlorpromazine can produce greater 
inactivity and submissiveness so that the 
patient passively accepts the medication as 
treatment without active participation on 
his part, indicating a need for supplemen- 
tary rehabilitative procedures. 


(4) Chlorpromazine was not significantly 
more effective than a placebo in improving 
overall intellectual functioning, or in reduc- 
ing the amount of anxiety and hostility pres- 
ent in the patient. 


(5) The use of a control (placebo) group 
for comparison purposes, and the use of psy- 
chological tests and scales instead of reli- 
ance on clinical assessments of overt be- 
havior tend to make for more objective, valid 
evaluations of chlorpromazine treatment. 
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DISEASES OF THE NERVOUS SYSTEM 


A Comparative Study of Modified and Unmodified 
Electric Shock Treatment 


LESTON L. HAVENS, M.D. 


Studies comparing the modified and un- 
modified methods of electric shock treatment 
have not established the relative value of 
each method because the groups of patients 
compared have been different in several re- 
spects. Patients receiving the modified treat- 
ments have generally been older, with more 
physical disabilities or have not been treated 
at the same time as the patients receiving 
the unmodified treatments.'* As a result, 
our knowledge of the effects of electric shock 
treatment still largely depends on experience 
with unmodified seizures. The study reported 
here undertakes to compare the results and 
complications of the modified and unmodi- 
fied methods of treatment and patients’ at- 
titudes toward each in patients selected at 
random for each type of treatment. 


Subjects and Methods 


The study was designed to obtain compa- 
rable groups by a random placement of con- 
secutive referrals for electric shock treat- 
ment. The subjects, 134 in-patients of the 
Massachusetts Mental Health Center (Bos- 
ton Psychopathic Hospital), were divided 
into three groups. In 74 cases there was no 
heart disease, skeletal abnormality or other 
physica] disabilities which would require use 
of the modified treatment and these patients 
were placed by chance in a group to receive 
unmodified treatment or in one to receive 
modified treatment. There were 40 patients 
in the unmodified group and 34 in the modi- 
fied group. The other 60 patients of the 134 
were over sixty or had physical disabilities 
requiring use of the modified procedure. This 
third group of patients is referred to as the 
required modified group. Data are available 
on 125 patients of the 134, since nine pa- 
tients could not be followed. 

The diagnosis of each patient was based 
on the resident’s clinical impression and an 
interview with the writer. Schizophrenia 


From the Massachusetts Mental Health Center 
(Boston Psychopathic Hospital) and the Depart- 
ment of Psychiatry, Harvard Medical School. 


was diagnosed where there were dissociative 
phenomena, autistic signs or flattened or in- 
appropriate affect. Patients with both schiz- 
ophrenic symptoms and mood disturbances 
suggesting affective states were classified as 
schizo-affective psychoses or involutional 
paranoid depressions. Among the 125 pa- 
tients there were 94 affective disorders, in- 
cluding involutional depressions, involutional 
agitated depressions, psychotic and neurotic 
depressive reactions, manic-depressive psy- 
choses of both manic and depressive types, 
and involutional paranoid states. The ten 
schizo-affective patients were grouped with 
the 21 schizophrenics. Patients with brain 
syndromes or neuroses other than neurotic 
depressions were not included in the study. 
Thirteen patients were changed from un- 
modified to modified treatment because of 
complications occurring in the course of 
treatment (principally spinal fractures and 
severe back or substernal pain). Two were 
changed from modified to unmodified treat- 
ment because of prolonged apnea or fear 
of injections. Table 1 presents the number 
of patients in each diagnostic and treatment 
group and the number completing the modi- 
fied and unmodified courses of treatment. 


TABLE 1 

of 
ai 
<a AB 
Group) 21 10 3 

Number Completing Modified ... 21 8 
Unmodified Group 26 13 1 
Number Completing Unmodified 17 9 1 
Required Modified Group ................ 47 8 5 


Electric shock treatments were adminis- 
tered with the Reiter Electrostimulator 
Model RC 47C. All patients received 1/75 
gr. atropine subcutaneously one-half hour 
before treatment, and patients in the mod- 
ified groups were given pentothal sodium 
(200-300 mg) and succinylcholine chloride 
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(20-50 mg) intravenously just before treat- 
ment. Patients on modified treatment also 
received positive pressure oxygen during the 
periods of apnea before and after treatment. 

The writer kept note of any complications 
observed in the course of treatment, par- 
ticularly spinal and_ electrocardiographic 
changes in the modified and unmodified 
groups. Thoracic and lumbar spine x-rays 
were taken before and after treatment on 60 
of the 74 patients in these groups and elec- 
trocardiograms before treatment and within 
one week after treatment are available on 52. 

Residents administering treatment noted 
which patients resisted coming into the 
treatment room and which were tense or rel- 
atively relaxed. Note was also kept of pa- 
tients’ behavior in the recovery room just 
after treatment: whether they rested quietly 
or appeared frightened and restless. The 
writer asked each patient, before and after 
the course of treatments, if he or she feared 
the treatments. 


The subjects were interviewed by the 
writer within two weeks after completion of 
treatment and the resident’s description of 
any changes in the patient’s psychological 
state was noted. Six months after treatment 
each patient’s condition was re-investigated. 
These data were collected by two or more 
of the following methods: interviewing the 
patient (in person or by telephone), speak- 
ing to relatives or the patient’s doctor, or by 
examining hospital records. An attempt was 
made to verify data by seeking reports from 
different sources. The information sought 
included amounts of intervening hospitaliza- 
tion or other treatment, work and housework 
status at six months, and the extent to which 
the residents’ plans at the time of discharge 
for the patients’ continued treatment were 
carried out during the follow-up period. 


The patients were divided into three Out- 
come Groups: 


I: Hospitalized throughout the six months after 
completion of electric shock treatment or re- 
hospitalized during the follow-up period; 

“II: At home and not re-hospitalized by the end of 
six months, but not working outside the home 
or even inside it; 


III: Not re-hospitalized in the six-month period and 
working part-time or full-time outside the 
home or doing housework inside it. 
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Results 


Table 2 demonstrates that there were no 
significant differences in the results of modi- 
fied and unmodified shock treatment as meas- 
ured by the average numbers of treatments 
given, length of hospitalization in the six 
months after treatment, immediate response 
to treatment and status at six months. Sta- 
tistical comparisons, between the groups, of 
average numbers of treatments given and 
average lengths of hospitalizations after 
treatment were made by the Mann-Whitney 
U-Test.’ The chi-square test was used in 
comparing the other data. There were also 
no statistically significant differences be- 
tween the results with patients assigned at 
random to the modified or unmodified groups 
and the results with those requiring the mod- 
ified treatment because of physical disabili- 
ties or age. 

The average number of days hospitalized 
after treatment included both the time be- 
tween the end of treatment and discharge 
and any period of re-hospitalization during 
the six month follow-up period. The degree 
of immediate improvement was determined 
within two weeks after the end of treatment. 
Table 2 gives the percentage of patients not 
improved or little improved and those mod- 
erately or much improved. Each patient’s 
rating was a composite of the resident’s, pa- 
tient’s and writer’s impressions. 

Table 2 also shows the percentage of pa- 
tients in each of the three Outcome Groups. 
As would be expected, schizophrenic illnesses 
were less responsive to shock treatment than 
were affective illnesses and were given longer 
courses of treatment. 


Comparison of Patients’ Attitudes Toward 
Modified and Unmodified Treatments 


Table 3 presents the data comparing pa- 
tients’ attitudes toward the two methods of 
treatment. There were no statistically sig- 
nificant differences between the modified and 
unmodified groups in the numbers of pa- 
tients who appeared markedly tense just 
before treatments and in the numbers who 
expressed fear of the treatment before or 
after their courses. 

The patients requiring modification be- 
cause of physical disabilities or age more 
often appeared markedly tense just before 
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TABLE 2 
Results of Treatment with Modified and Unmodified Shock Treatment 


Outcome Group 


Immediate (at 6 mos.) 
Improvement II II 
ze OEE 
ce st 
AFFECTIVE ILLNESSES 
11.0 37 days 19% 81% 29°% 5% 66% 
12.3 35 36 64 26 19 55 
Unmodified Treatment (those completing 
UNMOGINE 44 24 76 29 18 53 
Required Modified Treatment ........................ 10:2 36 27 73 23 15 62 
SCHIZOPHRENIC ILLNESSES 
14.5 114 62 38 38 12 50 
81 62 38 39 15 46 
Unmodified Treatment (those completing 
11.0 90 67 33 56 11 33 
Required Modified Treatment ...................... 13.9 105 50 50 50 0 50 
TABLE 3 
Comparison of Patients’ Attitudes Toward Modified and Unmodified Shock Treatment 
to = 32 
E50 Ey 2 ES 
SES S22 Se 
AFFECTIVE ILLNESSES 
40% 67% 50% 5% 67% 62% 
Unmodified Treatment 42% 58% 54% 58% 75% 83% 
Unmodified Treatment (those completing 
COUPEE) 40% 60% 56% 59% 60% 73% 
Required Modified Treatment .................0...... 64% 70% ° 9% 67% 48% 
SCHIZOPHRENIC ILLNESSES 
MGGINEd 67% * 30% 100% 88% 
Unmodified Treatment 17% * * 46% 73% 73% 
Unmodified Treatment (those completing 
UNMOIfied COUTSE) 78% 55% 57% 71% 
Required Modified Treatment ...................... 87% * * 2% 67% 67% 


*Data not obtained from sufficient numbers of patients. 


treatment than the patients in the other 
groups. Restlessness just after treatment 
was largely confined to patients receiving the 
unmodified procedure. 

Another possible measure of patients’ at- 
titudes toward the treatment experience is 
the extent to which they continued contact 
with the hospital after discharge and in this 
we found no significant differences in the 
groups. There were also no differences 


among patients with affective illnesses in the 
numbers who fulfilled the treatment plans 
made at the time of discharge. Among schiz- 


ophrenic subjects, however, more carried out 
the plans made before discharge of those 
who had received the modified experience 
than of those who completed courses of un- 
modified treatment. 

We had expected patients to give evidence 
of being more fearful of the unmodified than 
of the modified treatment. From experience 
with the group therapy of patients receiving 
shock treatment we had learned that pa- 
tients usually express a preference for the 
modified experience, although, as evidenced 
here, most express fear of both procedures. 
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The two patients who ran away from the 
hospital during the course of treatment were 
both undergoing the unmodified procedure. 

During the six-month follow-up period, six 
patients with affective illnesses who had re- 
ceived unmodified shock treatment were 
given further shock treatment in the outpa- 
tient clinic. Only two patients who had re- 
ceived the modified treatments were given 
outpatient shock treatment. This suggests 
that the unmodified experience did not leave 
patients receiving it so hostile or afraid of 
the treatment that they would be unwilling 
to return for more. It also raises the ques- 
tion whether the treatment results of the un- 
modified method are as lasting as those of 
the modified method. 

Restlessness just after treatment was in- 
frequent with the modified procedure. It 
was shown by over half the patients receiv- 
ing unmodified treatment. It is likely that 
the Pentothal given as part of the modified 
procedure accounts for this difference. When 
restlessness did occur it was more common 
early in the course of treatment. The pro- 
gressive development of fear which is 
thought to be associated with disorientation 
on waking up, as described by Gallinek® and 
others, was noted in six patients, five of 
whom received the unmodified treatment. 
There was no consistent relationship be- 
tween this occurrence and favorable or un- 
favorable outcome. 

Although schizophrenic patients were in 
general more resistive and tense just before 
treatment than were patients with affective 
disorders, no more of them broke contact 
with the hospital or failed to carry through 
the plans made at the time of discharge. 

Patients given the modified treatment be- 
cause of physical disabilities or advanced age 
were more often thought to be tense or re- 
sistive before treatment than the patients in 
the other groups. This may reflect the ap- 
prehension felt by members of the staff in 
the shock treatment of physically ill and 
aged patients. 


Complications 


Table 4 presents the complications ob- 
served in the three groups of patients. It is 
apparent that complications are more fre- 
quent with the unmodified treatment than 
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with the modified treatment and that they 
chiefly consist of spinal fractures and or- 
ganic-psychotic reactions. 


TABLE 4 
Number of Patients Experiencing Complica- 
tions During the Course of Treatment 


n on 
= 
a= 
Modified Treatment 0 0 4 
Unmodified Treatment 10 3 4 
Required Modified 
Treatment X-Rays not 0 4 


routinely taken 


X-rays of the thoracic and lumbar spine 
were taken on 36 of the 40 patients given 
unmodified shock treatment and ten (28% ) 
of the 36 showed x-ray evidence of spinal 
fractures after treatment that was not pres- 
ent before treatment. There were 19 ver- 
tebral body fractures and all were in the 
region T, through T;. One patient also suf- 
fered a fracture of the right scapula (on the 
superior rim, close to the medial angulus). 
No evidence of spinal fractures was noted in 
the 24 patients who were x-rayed before and 
after the course of modified treatments. 

Three patients on the unmodified treat- 
ment developed organic-psychotic reactions, 
consisting of disorientation, psychomotor ex- 
citement, delusions and hallucinations. These 
symptoms cleared rapidly when the treat- 
ments were stopped. Organic-psychotic re- 
actions were not seen in any of the patients 
receiving the modified treatments, including 
the group of patients whose treatments were 
modified because of physical disabilities or 
advanced age. 

The only patient in the series who experi- 
enced spontaneous seizures during the fol- 
low-up period had received unmodified shock 
treatment. This woman had a history of 
grand mal epilepsy and experienced two seiz- 
ures in the six months after treatment. She 
had had only one seizure in the three years 
preceding treatment. 

Thirteen of the 40 patients started on un- 
modified shock treatment were changed to 
the modified procedure as a result of frac- 
tures, severe back or substernal pain, or, in 
one case, because of a torn patellar tendon. 
Two patients of the modified groups were 
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changed to unmodified, in one case because 
of prolonged periods of apnea (over fifteen 
minutes) following the modified treatment, 
and in the other case because of resistance 
to injections. 

Among the 31 patients in the modified 
group there were four complications, One 
was the case of prolonged apnea. A second 
patient had an aspiration pneumonia after 
treatment (involving the right lower lobe) 
and a third lost three front teeth in the 
course of an airway’s being inserted. The 
fourth patient was hypotensive just after 
treatment but suffered no apparent cardiac 
or cerebral damage. 

Among the 60 patients in the required 
modified group there were also four compli- 
cations: two cases of venous thrombosis and 
associated neuritis as a result of the infiltra- 
tion of Pentothal at the site of injection, one 
case of laryngospasm because of sensitivity 
to Pentothal, and one case of coronary in- 
sufficiency (as evidenced by pain and elec- 
trocardiographic changes) without evidence 
of infarction. 


Electrocardiograms were taken on 30 of 
the patients who received unmodified treat- 
ment before and within one week after treat- 
ment. There were no significant changes 
that could be confidently attributed to the 
shock treatment. In one case signs of in- 
complete right bundle branch block became 
more prominent in the electrocardiogram 
after treatment than they had been before 
treatment, but this was probably a result of 
differences in the placement of the cardiac 
electrodes. In another case ST depressions 
were more prominent at the same heart rate 
after shock treatment than before it, which 
can be explained by the spontaneous fluctu- 
ations common in the electrocardiograms of 
patients with coronary artery disease. 

Of the patients in the modified group 22 
were given electrocardiograms before and 
after treatment and no significant changes 
were noted. In the group requiring modified 
treatment electrocardiograms were not rou- 
tinely taken after treatment. 


Discussion 


A comparison of the results of modified 
and unmodified shock treatment demon- 
strated that there were no significant differ- 


ences in the results of the two treatment 
methods as measured by the average num- 
bers of treatments given, the length of hos- 
pitalization in the six months after treat- 
ment, the immediate response to treatment, 
and the outcome at six months, This was 
true for both the affective and schizophrenic 
disorders. The results of treatment in a 
group of patients requiring the modified pro- 
cedure because of physical disabilities or ad- 
vanced age were not significantly different 
from the results in the two groups of pa- 
tients not requiring modification. 


These conclusions agree with those of ear- 
lier reports based on the comparison of un- 
modified treatment results with the results 
of treating patients given modified because 
of physical disabilities, and the comparison 
of the results in patients given the two treat- 
ments at different times.'~* 


We were surprised to learn that there were 
few differences in patients’ apparent atti- 
tudes toward the two types of shock treat- 
ment. The two patient groups did not differ 
in the amount of tension evident just before 
treatment, the frequency with which fear of 
treatment was expressed before and after it, 
the extent to which discharge plans were 
fulfilled, and the extent to which, among the 
affective illnesses, contact with the hospital 
was continued after discharge. It may be 
that the greater fear we expected patients to 
have of the unmodified procedure is partly a 
result of our own attitudes toward the dif- 
ferent methods of treatment. 

Restlessness was. much more frequent af- 
ter treatment in the unmodified than in the 
modified group. This lesser frequency of 
restlessness with the modified procedure is 
an important advantage of the method be- 
cause uncontrolled restlessness may lead to 
self-injury and necessitates additional per- 
sonnel in the recovery room. . 

Complications were more frequent among 
those given unmodified treatment than 
among those given modified. The incidence 
of fractures in this series of unmodified 
treatments, 28%, is in keeping with those of 
other series in which spinal x-rays were rou- 
tinely taken.** 

Organic-psychotic reactions developed in 
three patients receiving unmodified treat- 
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ment and in none of the patients of the 
modified group. This suggests that the un- 
modified treatment may be more disturbing 
to brain function than is the modified treat- 
ment. Support for this conclusion is pro- 
vided by the work of Impastato and asso- 
ciates’” who reported less disturbance of the 
electroencephalogram after electric shock 
treatment given with a barbiturate. 

Certain complications occurred with the 
modified treatment that did not occur with 
the unmodified. These included venous 
thrombosis, aspiration pneumonia, broken 
teeth, prolonged apnea and transient hypo- 
tension. We have not observed venous throm- 
bosis since we have slowed the rate of Pen- 
tothal injections, and prolonged apnea (over 
five minutes) has not occurred since we have 
kept succinylcholine dosage below 25 mg. 

We have concluded from this study that 
the modified treatment is preferable to the 
unmodified. The results of the two methods 
are not different, restlessness after treat- 
ment is common with the unmodified method 
and unusual with the modified, and compli- 
cations are much more frequent with the un- 
modified than with modified treatment. 

The outstanding problem in the use of 
modified shock treatment is the management 
of the anaesthetic and muscle-paralyzing 
agents and the resulting apnea. Where the 
services of a trained anaesthetist are avail- 
able these hazards are minimal. In many 
institutions, however, such services are not 
available and the benefits of the modified 
treatment make worthwhile a further search 
for means to reduce the anaesthetic hazards. 
Efforts have been made to dispense with pre- 
liminary barbiturate anaesthesia’ or to sub- 
stitute an electrical anaesthesia.'' With ei- 
ther of these methods, however, some period 
of succinylcholine-induced apnea may follow 
treatment and without preliminary anaes- 
thesia patients experience anxiety after be- 
ing given the succinylcholine. We have been 
experimenting with the use of very small 
amounts of succinylcholine and Pentothal in 
an effort to see how brief the apnea can be 
made without encountering complications of 
unmodified treatment. The results of this 
work will be reported later. 


Summary 
The results and complications of modified 
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and unmodified shock treatment, and pa- 
tients’ attitudes toward each, were compared 
in groups of subjects randomly selected for 
each treatment. The results of the two 
treatment methods were not significantly 
different. There were also few differences in 
patients’ attitudes toward the two proce- 
dures. Complications, however, were more 
frequent among patients given the unmodi- 
fied treatment than among those given the 
modified treatment. Restlessness just after 
treatment was also more common with the 
unmodified method. We have concluded that 
modified shock treatment is the method of 
choice. 


Author’s Note: The author wishes to express his 
appreciation to Lillian Furtado, R.N., and John 
Leonard for having made many of the observations 
on which the study of patients’ attitudes is based 
and to Alberto DiMascio, M.A., for help with the 
statistical analysis. 
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Friedreich’s Ataxia Ascribed to Trauma 
(Case Report) 


JACOB H. FRIEDMAN, M.D., and ALBERTO ARENGO, M.D. 


Friedreich’s ataxia is defined as a chronic, 
slowly progressive, familial, heredodegenera- 
tive disease, usually commencing in child- 
hood, affecting chiefly the posterior columns, 
the spinocerebellar and pyramidal tracts. 
Features of diffuse ectodermal involvement, 
apart from the nervous system, are also 
noted. Friedreich’s foot is constantly seen, 
the typical deformity being a pes cavus with 
talipes varus or equinovarus. The etiology 
is unknown. Remissions occur infrequently 
and actual cessation must be considered 
rare.’ 


Our case is unusual in that we have been 
unable to find recorded in the literature a 
case showing signs of Friedreich’s ataxia 
ascribed to cerebral trauma with recovery or 
remission, 


Case Report 


F. C., a 9 year old boy, was admitted to Fordham 
Hospital November 4, 1956, at 4:00 P.M., with a his- 
tory of having fallen twelve feet into the cellar of 
the building where he resides, at 12:30 P.M. He 
was said to have been unconscious for a few min- 
utes and then he vomited. On admission an exten- 
sive contusion, extending from the forehead to the 
occipital region on the right, abrasions on the fore- 
head and lower extremities, were noted. The pulse 
rate was 96 per minute, regular, of good volume, 
tension and equal. B.P. was 120/70. There was no 
bleeding from the nose or ears. Neurological exam- 
ination was considered normal, except for a semi- 
stuporous state and diminished pupillary responses 
and the fundi were considered congested. A diag- 
nosis of cerebral concussion was made. Two hours 
after admission he was fully conscious. Tempera- 
ture rose to 101.8° F. X-rays of chest, skull, spine 
and long bones revealed no fractures. At times he 
was incoherent. The following day, on November 
5th, temperature was normal. On November 6th, 
two days after admission, he had amnesia for events 
preceding and following the accident. He was slow 
in responding to commands or answering questions 
but was coherent. The pupils still reacted slug- 
gishly to light. The fundi were now considered nor- 
mal. A right supranuclear facial paresis was noted. 
All deep reflexes were depressed. There were no 
pathological reflexes. No ataxia could be demon- 
stratd. Motor power appeared good. There was no 
evidence of sensory involvement. The arches were 


*From the Neuropsychiatric Service, Fordham 
Hospital, New York, N. Y. 


elevated and the orthopedist made a diagnosis of 
bilateral talipes cavus. There was partial webbing 
between the second and third toes of each foot. On 
November 14th he was considered fully recovered 
and was discharged with the recommendation that 
he be seen in the neurological and orthopedic clinics. 

On November 20th the patient was brought back 
to the neurological clinic by the mother with report 
that after returning from the hospital she noted 
that the patient had difficulty in walking. He was 
unsteady in placing his feet on the floor and he fell 
several times. He was admitted to the neuropsy- 
chiatric service that day. Physical examination 
was found to be normal. Pulse rate was 86 per 
minute, regular, of good volume, tension and equal; 
B.P. 110/60; temperature 98.6°F. He was coopera- 
tive. The pupils were equal and reacted well to 
light and accommodation. Fundi were normal with 
no visual field defect. A right supranuclear facial 
weakness was noted. The deep reflexes were de- 
pressed but equal. Superficial reflexes were present 
and equal. Pathological reflexes were not elicited. 
Motor power was intact. There was marked ataxia 
on finger to nose test and heel to knee test, bilat- 
erally, with eyes open. The gait was markedly 
ataxic and he was unable to walk unassisted. Bi- 
lateral dysdiadochokinesia was noted. Hypotonia of 
the extremities were present. There was intention 
tremor to the fingers. Position sense involvement 
was noted in the toes of the left foot. Superficial 
sensation was intact. There were no meningeal 
signs. He was restless and irritable. A lumbar 
puncture on November 23, was traumatic as the 
patient was uncooperative. However, on December 
23rd, a lumbar puncture was successfully done and 
revealed normal values, cerebro-spinal pressure be- 
ing 100 mm. water, no cells, proteins 35 mg. %, of 
glucose 55 mg. %, chlorides 698 mg. %, Pandy 
negative, Wasserman negative, colloidal gold curve 
000000000. He was given multi-therapeutic vitamin 
capsule, one, twice daily, by mouth, and 100 mg. 
vitamin B, intramuscular injections, 3 times weekly. 
On November 27, 1956, he commenced to show 
gradual improvement. However, on December 10th 
he had an episode of headaches and vomiting, last- 
ing several hours. On December 24, 1956 he was 
discharged to the neurological clinic for further ob- 
servation. He was able to walk by himself. Except 
for slight ataxia on heel to knee test and minimal 
signs of right supranuclear facial paresis, neuro- 
logical examination was normal. He has been pe- 
riodically examined in the neurological clinic. He 
returned to school after the Christmas holidays. 
Neurological status on May 7, 1957 revealed only a 
minimal right supranuclear facial weakness. He 
was partaking of all school activities, including the 
routine gymnastics and he played freely with other 
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children. He is considered recovered, or possibly in 
a remission. 

The patient’s birth was spontaneous. He walked 
and talked at eighteen months of age and was toi- 
let trained at three years of age. He had measles, 
scarlet fever, chicken pox, diphtheria, mumps, all 
uncomplicated, and a tonsillectomy at 7 years of 
age. He is the oldest of three siblings. A brother, 
age 4 years, began to walk at 4 years of age. Prior 
to the accident, the patient was considered a nor- 
mal youngster. 


Discussion 


The signs of altered cerebellar function 
with disturbance of position sense of the left 
toes, a right supranuclear facial weakness, 
irritability, restlessness, with the charac- 
teristic finding of the markedly exaggerated 
plantar arch, diagnosed as a bilateral talipes 
cavus, and webbing of the toes, led us to 
make a diagnosis of Friedreich’s ataxia. 

The Friedreich’s ataxia occurred two 
weeks after the patient suffered a severe cer- 
ebral concussion. We can only conjecture 
whether the Friedreich’s ataxia was directly 
related to the cerebral trauma, or whether 
the illness occurred independently and was 
incidental to the cerebral trauma. 

Closely allied to Friedreich’s ataxia and 
in the same group of heredodegenerative 
diseases, is cerebellar ataxia. St. Thieffrey 
and Arthius* cite cases of acute cerebellar 
ataxia, occurring in childhood, who show 
gradual improvement with complete recov- 
ery. Shanks* discusses the syndrome of cer- 
ebellar ataxia, stating that when the onset 
was sudden the course was always benign, 
whereas, the disease was progressive when 
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the ataxia began insidiously. Waldman‘ de- 
scribes three cases of acute cerebellar ataxia 
occurring in apparently normal children or 
during acute infectious disease with recov- 
ery. Pratt-Thomas and Berger’ report three 
cases of cerebellar and spinal injuries fol- 
lowing chiropractic manipulation, Klingman 
and Hodges® record seven cases of acute 
ataxia of unknown origin in children, but 
suggestive of an acute infectious or post-in- 
fectious process. However, none of their 
reports fit into the category of our case of 
Friedreich’s ataxia. 


Summary 
1. A case of Friedreich’s ataxia ascribed 
to cerebral trauma, with recovery or remis- 
sion, has been presented. 
2. To our knowledge, no previous descrip- 
tion in the literature of a case of Friedreich’s 
ataxia, ascribed to cerebral trauma, has been 


reported. 
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Book Reviews 


THE DOCTOR AS A WITNESS: John Evarts Tracy, 
Prof. of Law (Emeritus), University of Michigan. 
Cloth. Pp. 221; $4.25; W. B. Saunders Company, 
Philadelphia, Penna. 1957. 


The medical man’s obligations concern themselves 
with many and involved phases of legal responsi- 
bilities in respect of his patient as well as those re- 
lated to the particular locality whereat he engages 
in his professional practice. The physician would 
do well to acquire a working knowledge respecting 
the practical aspects of legal principles and their 
interrelations with the many-sided phases of the 
medical art in order to avoid the contingencies of 
involvement in legal breaches. 


The application of the distinguishing propositions 


of law requires an understanding of the principles 
governing the physician’s conduct, action and proce- 
dures where medical comportment presupposes con- 
formity with the law. Because his interests are in 
reciprocal relation to medicolegal principles which 
embrace his peculiar duties, responsibilities and 
questions of privilege, the medical man can con- 
tribute in considerable measure toward the admin- 
istration of justice as well as toward his own func- 
tions by becoming conversant with medicolegal fun- 
damentals should he ever be called upon to serve as 
a witness in a legal proceeding. 

The book expertly depicts right and wrong meth- 
ods of presenting medical testimony, is interestingly 
written in untechnical language and provides a well 
integrated understanding of the intricacies where 
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the physician’s role is in issue. To name but a few 
of the principles dealt with, are: the various ca- 
pacities in which the doctor may be required to tes- 
tify; waiver of privilege; advice on the handling of 
hypothetical questions; diverse proceedings where 
insanity may be an issue; the legal basis for an ac- 
tion for malpractice; use of notes while on the wit- 
ness stand; and other associated functions where 
the physician’s role becomes a material issue in a 
legal proceeding. 
Lewis J. Siegal, M.D., LL.B. 


PSYCHOBIOLOGY by Adolf Meyer. Editors, E. E. 
Winters and A. M. Bowers. Charles C. Thomas, 
Springfield, Ill. Pp. 257. 


The Thomas William Salmon Memorial Lecture- 
ship was established in 1931 under the aegis of the 
New York Academy of Medicine. It was inau- 
gurated as an affectionate tribute to Doctor Sal- 
mon, whose “supremely noble and useful life’ and 
extraordinary career was cut short by his untimely 
death in 1927. The unanimous choice of the lecture 
committee for the honor of initiating the lecture 
series was Professor Adolf Meyer. The first lec- 
tures were given in April, 1932, and this book is a 
record of them. 

In some ways the quarter century delay in the 
appearance of this work is opportune, for, as it ap- 
peared, Doctor Meyer himself was being memo- 
rialized. In September, 1957, a plaque in his honor, 
gift of his devoted pupils and friends was unveiled 
in the lecture room of the Anstalt Burgholzli, fa- 
mous old Swiss Contonal Hospital, scene of Meyer’s 
former labors and near to the town of his birth. In- 
cidentally, the setting for the presentation was 
touching; it was reminiscent of Meyer himself; it 
was simple, humble and completely sincere. 

The book does not suffer by its long gestation 


period and delayed nativity. Meyer had revised and 
re-revised the manuscript and two of his devoted 
associates, the Misses Winters and Bowers, com- 
piled the finished product from an abundant amount 
of material from his files. 

No book or lecture by or about Doctor Meyer 
could be easy reading and this one is no exception. 
It consists of three lectures entitled (a) Psycho- 
biology; (b) Pathology; and (c) Therapy. An ex- 
cellent appendix and bibliography covering 59 pages 
amplifies the body of the work. It explains and 
simplifies Meyerian terminology and gives the source 
of the quotations and bibliographic material which 
Doctor Meyer uses in his lectures. 

It is obviously impossible to go into detail regard- 
ing the contents of these lectures in the short space 
of this review. One is constantly tempted to quote 
paragraphs from each of them, for the thought 
strikes one throughout that many of the things 
which Dctor Meyer taught are today painfully be- 
ing rediscovered. 

Both editors and publishers are to be congratu- 
lated and the book is well worth having. As the 
editors note, the committee was wise in accepting 
this delayed offering of the distinguished professor, 
not only because it completes the Salmon Lecture 
series, but also because: “It is right that the his- 
torian should be given the opportunity to evaluate 
the radical and invigorating views of a man of 
Meyer’s intellectual and scientific stature with all 
of the pioneer work in hospital organization to his 
credit.” 

It is a pleasure to recommend these lectures. They 
bespeak the thoughts and the hopes of a man ahead 
of his time and one who felt strongly that the phy- 
sician “has a responsibility to add to the hygiene of 
the ‘body’ a scientific conscience about ‘mind.’ ”’ 


Francis J. Braceland, M.D. 


UNIVERSITY OF MICHIGAN MEDICAL SCHOOL 


Postgraduate Course in Clinical Neurology 
University Hospital, Ann Arbor, Michigan 
May 7 and 8, 1958 


The course is designed to re-orient the practicing 
physician in regard to the nervous system and the 
disease processes affecting it. The importance of 
the neurologic history and the procedure of the neu- 
rologic examination will be reviewed, with special 
emphasis on some of the newer diagnostic tech- 
niques. Some of the more frequently encountered 


nervous system diseases will be discussed individ- 
ually. Diagnostic procedures, differential diagno- 
sis, and newer modes of therapeutic approach will 
be presented. The course will be augmented by clin- 
ical presentations, motion picture demonstrations, 
and a review of the essential laboratory procedures. 

Program and application form may be obtained 
from 


JOHN M. SHELDON, M.D., DIRECTOR 


Department of Postgraduate Medicine 
University Hospital, Ann Arbor, Mich. 
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Founded 1879 


RING SANATORIUM 
Eight Miles from Boston 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as indicated. 
Cottage accommodations meet varied individual needs. Limited facilities for the continued care 
of progressive disorders requiring medical, psychiatric, or neurological supervision. 


Accredited by the APA and the Joint Commission on Accreditation of Hospitals. 


BENJAMIN SIMON, M.D. CHARLES E. WHITE, M.D. 
Director Assistant Director 


ARLINGTON HEIGHTS, MASSACHUSETTS - Mission 8-0081 


A NEUROPSYCHIATRIC FOUNDATION 
THE 


ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of psychoneuroses, psychosomatic disorders, alcoholism, and the other neurologic 
and psychiatric problems. Occupational therapy and recreational activities directed by 
trained personnel. 


OCONOMOWOC, WISCONSIN 
PHONE LOGAN 7-5535 


OWEN OTTO, M.D. EUGENE FRANK, M.D. LEROY A. WAUCK, PH.D. 
Medical Director LOUIS J. PTACEK, M.D. Clinical Psychologist 
LOREN J. DRISCOLL, M.D. 


FAIR OAKS 


INCORPORATED 
SUMMIT, NEW JERSEY 


A fully approved Hospital for intensive treatment and management of 
problems in Neuropsychiatry. 


OSCAR ROZETT, M.D. THOMAS P. PROUT, Jr. 
Medical Director Administrator 


BEVERLY HILLS CLINIC and SANITARIUM 


210 N. Westmoreland Avenue WHitehall 3-4651 
Dallas 11, Texas 


A private clinic and hospital for nervous and mental diseases both for in-patients and out-pa- 
tients—stressing a homelike environment with separate building units and special cottages—air- 
conditioned. 

A complete neuropsychiatric diagnostic and treatment center including a department of psychol- 
ogy—encephalography—clinical laboratory and X-ray—psychotherapy—electroshock and _ insulin 
coma therapy, as well as psycho-surgery. 


ARTHUR J. SCHWENKENBERG, M.D. FRED H. JORDAN, M.D. 
JOSEPH L. KNAPP, M.D. HENRY P. HARE, JR., M.D. 
JACKSON H. SPEEGLE, M.D. LUDLOW M. PENCE, M.D. 


Neurology Psychiatry 
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GLENSIDE HOSPITAL 


FOUNDED 1909 


Located in an attractive rural setting in the heart of Boston for the care of nervous, 
mental and geriatric disorders, alcoholism and drug addiction. 

The new Ordway Therapy Unit includes the most modern electrotherapy equipment. 
reciente by the Hand-Auden Associates and trained personnel available to cour- 
tesy staff. 

DORIS M. HORWOOD, Superintendent 


RUTH M. CROSSFIELD, M.D., Medical Director 


6 PARLEY VALE, JAMAICA PLAIN, MASS. 
JAMAICA 4-0044 RATES MINIMAL 


sopepos HILLCREST HOSPITAL est. 1905 


(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


P N E W O O D Physicians in Charge 


DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 
Westchester County Katonah, N. Y. Tel.: Central 2-3155 


A competent sixty bed psychiatric hospital offering an approved program for training residents 
in neuropsychiatry. Psychoanalytically oriented. Patients receive individual treatment sessions 
and also group therapy. Electroshock therapy and its modifications available. Pharmacological 
therapies. Consulting staff of specialists. Monthly clinieal conferences open to the profession. 


N. Y. City Offices—By Appointment 


DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 443700 
DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 


NUCARPON® 


charcoal base 


WET DRESSING Use 


For Intestinal Dysfunction 


Each tablet cont: Extract 
of Rhubarb, Senna, Precip. 
Sulfur, Peppermint Oil, 
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For making Burew's Solution 
U.S.P. XIV 


PRESTO-BORO® 
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BALDPATE, Inc. 


Geo. Fleetwood 2-2131 “ Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


HARRY C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


DEVOTED TO THE ACTIVE TREATMENT OF 


PAIRVIEW MENTAL and NERVOUS DISORDERS 


iy ‘Specializing in Psycho-Therapy, and Physiological therapies includ- 

ing: 

© Insulin Shock © Electro-Narcosis 
2828 S. PRAIRIE AVE. e Electro-Shock © Out Patient Shock Therapy 
CHICAGO Available 
Phone Victory 2-1650 ALCOHOLISM Treated by Comprehensive Medical- 
J. DENNIS FREUND, M.D. 
Medical Director Psychiatric Methods. 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. Each 
patient is under daily psychiatric and medical supervision. 


HALL-BROOK€E, Greens Farms, Box 31, Conn. 
Tel.: Westport, CApital 7-5105 


GEORGE S. HUGHES, M.D. ROBERT ISENMAN, M.D. 

LEO H. BERMAN, M.D. JOHN D. MARSHALL, JR., M.D. 

ALFRED BERL, M.D. PETER P. BARBARA, PH.D. 

LOUIS J. MICHEELS, M.D. HEIDE F. and SAMUEL BERNARD, Administration 


New York Office: 46 East.73rd Street — LEhigh 5-5155 


GARCEAU 
ELECTROENCEPHALOGRAPHS 


EIGHT-CHANNEL No Batteries - A. C. Operated 


GARCEAU EEG Inkless Writing - Require No 
Dimensions: Shielding - Shipped Ready toRun GARCEAU 
26 x 19 x 40 inches Prompt Delivery : EEG 
Dimensions: 
Electro - Medical Laboratory, Inc. 


SOUTH WOODSTOCK 5 - VERMONT - U.S.A. 
Pioneer Manufacturers of the Electroencephalograph 
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